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HE term “sacrococcygeal” is preferred 
to “pilonidal” (derived from pilus, 
meaning hair, and nidus, meaning nest) 
because only about 50 per cent of the 
cysts or sinuses which these terms are used to 
modify contain hair. However, because of long 
usage the term pilonidal sinus or cyst is employed 
widely at present. 
ORIGIN 

There is considerable difference of opinion con- 
cerning the embryologic origin of the lesion. Most 
authorities agree that pilonidal cysts or sinuses 
are congenital in origin and that they arise from 
the ectoderm, but there is disagreement as to 
whether their derivation is from cutaneous or 
neural tissue. 

The two recent proponents of these opposite 
theories of origin are Fox and Gage (14). Fox has 
presented embryologic evidence to show that the 
persistence of invagination of the normal integu- 
ment is the cause of pilonidal cysts and sinuses in 
many individuals. The wall of the sinuses may 
contain hair follicles and sebaceous glands; many 
sinuses show evidence of infection and some show 
no epithelial lining. 

Gage (15), on the other hand, believes that Fox 
described the development of the median raphe. 
Supporting the view long ago held by Hermann 
and Tourneux, he presented evidence to show 
that pilonidal cysts or sinuses arise from the 
caudal end of the medullary canal. In rare cases, 
the sinus may extend into the sacrococcygeal 
joints, the sacral canal, or to the dura, and thus 
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communicate with the subarachnoid space or 
cord. Instances of meningitis originating from 
infected pilonidal cysts or sinuses, as well as the 
escape of cerebrospinal fluid from these lesions 
have been reported. Furthermore, Gage, in con- 
tradiction to Fox, has shown the presence of 
neural tissue and a consistent absence of sebaceous 
cysts in the depth of excised specimens. 

Gage’s thesis has found support in recent 
studies (40). Autopsy evidence has been present- 
ed to show that a cutaneous sinus in a pilonidal 
dimple is in continuity with a dilated filum ter- 
minale, which, in turn, is in continuity with the 
central canal of the spinal cord. These observa- 
tions are believed to constitute valid evidence 
that some pilonidal sinuses may be the result of 
maldevelopment of the neural canal. These find- 
ings, as already shown, lend support to the view 
that pilonidal sinuses represent the failure of 
obliteration of coccygeal medullary vestiges. That 
a pilonidal sinus may communicate with a per- 
sistently patent filum terminale and even the 
spinal cord is shown by the development of a fatal 
intramedullary spinal cord abscess associated 
with a purulent meningitis caused by direct 
spread from a cutaneous sinus. 

The analogy of pilonidal sinuses to the preen 
glands of birds has also been described (45). Em- 
bryologically and functionally, the preen gland 
resembles the mammary gland of the higher verte- 
brates. It is believed by some authors that piloni- 
dal cysts represent vestigial secondary sex 
glands (21). 

According to a recently discussed theory, most 
of the sacrococcygeal pilonidal cysts and sinuses 
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are not embryologic antenatal developmental 
anomalies but, rather, postnatal, acquired, infec- 
tive, and foreign body granulomatous reactions 
(32). These are compared and contrasted to 
pilonidal sinuses observed in the hands of barbers 
(33), particularly in the interdigital spaces. Con- 
vincing proof, however, is lacking for this theory 
(11) as well as for the proposition that pilonidal 
sinuses may be found in various parts of the body 
or that they may develop in a previously normal 
area (22). 

The occurrence of “true” pilonidal cysts situ- 
ated on the anterior part of the perineum has been 
reported (44); this work needs confirmation. 


EXCITING CAUSES 


Trauma as a predisposing or exciting cause of 
pilonidal disease has been suspected for a long 
time. The deleterious effect of trauma (6, 35, 47), 
as well as of hyperhidrosis and the lack of ideal 
personal hygiene have been seen particularly in 
militarized personnel of World War II (47). These 
factors are also important in civilian practice. 


BACTERIOLOGIC CONSIDERATIONS 


Bacteriologic studies of surgical specimens re- 
moved at initial operations yielded hemolytic and 
nonhemolytic staphylococci and_ streptococci, 
some of which were resident organisms of the 
skin; members of the colon bacillus group were not 
found in these surgical specimens (43). Similar 
results followed the bacteriologic investigations 
of the subcutaneous (adipose) tissue juices ob- 
tained from as far out as 2 cm. from the line of 
excision of the pilonidal sinuses (42). 


ANESTHESIA 


The choice of anesthetic agent is of importance. 
Local or infiltration anesthesia produces a high 
incidence of complicating infections (49). Similar 
observations were made during World War II by 
military surgeons who reported severe infections 
following local anesthesia but none following 
spinal anesthesia (4). Incidentally, following 
spinal anesthesia the average period of hospitali- 
zation of militarized personnel was 21.1 days, 
whereas the hospital stay following local or infil- 
tration anesthesia was 46.8 days. Inhalation 
anesthesia, with or without intratracheal intuba- 
tion, may be used to advantage. 


ANTIBIOTIC THERAPY 


In view of the bacteriologic observations al- 
ready mentioned, antibiotic therapy in the. form 
of procaine-penicillin is administered by many on 
the day before, and for a variable period of time 
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after, operation, even for grossly uninfected cysts 
or sinuses (49). More recently, orally administered 
aureomycin or terramycin has been substituted 
for other antibiotic treatment. The antibiotic 
chemotherapeutic agents, because of their wide 
antibacterial activity, have practically replaced 
the sulfonamide drugs. 

At the time of this writing, terramycin has been 
the antibiotic drug of choice because (1) it is as 
efficacious as any other known antibiotic agent, 
and (2) because of the lower incidence of distur- 
bances it produces in the alimentary tract, name- 
ly, nausea, vomiting, and diarrhea. 

Cellulitis. A certain number of cases of cellulitis 
in the sacrococcygeal area which in the past usu- 
ally terminated in abscess formation have respond- 
ed well to the early administration of large doses 
of penicillin (also of aureomycin and terramycin) 
(47). In the absence of organisms resistant to the 
antibiotic agents, failures are attributable chiefly 
to: (1) the presence of clinically unrecognizable 
deep suppuration at the time of the institution of 
antibiotic chemotherapy, or (2) thromboses of the 
vessels which prevent the antibiotics from reach- 
ing the lesion. 

Abscess. Neither the antibiotic agents nor the 
sulfonamide drugs are effective in the cure of 
abscess; they are merely of adjunctive value (50). 
Surgical drainage is necessary. 


SCLEROSING THERAPY 


Chemical therapy with or without a combina- 
tion of minor surgical procedures has been em- 
ployed with varying success in primary and recur- 
rent cases (2, 12, 18, 39). The chemicals em- 
ployed vary from various strengths of modified 
Carney’s solution (absolute alcohol, chloroform, 
glacial acetic acid, and ferric chloride) to a mix- 
ture of sodium morrhuate with an antibiotic drug. 

After a thorough trial of the various forms of 
chemical sclerosing therapy, this form of treat- 
ment has been abandoned for primary lesions be- 
cause of the failure to observe cures (49). How- 
ever, a trial of this form of therapy, with sodium 
morrhuate or sodium psylliate combined with an 
antibiotic agent, may be justified for the treat- 
ment of recurrent sinuses. In the latter cases, a 
temporary or permanent cessation of the dis- 
charge with or without complete obliteration of 
the sinus tract or tracts may be accomplished by 
means of sclerotherapy. (See discussion of recur- 
rence elsewhere in the text). 


IRRADIATION 


This form of therapy, like sclerotherapy, hardly 
has any usefulness in the treatment of primary 
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lesions, but it is effective in the treatment of re- 
currences (41, 48). 

Cellulitis. This problem has already been dis- 
cussed under the chapter dealing with antibiotic 
therapy. 

Abscess. Early intervention is practiced. Sim- 
ple crucial incision of the roof of the abscess cavity 
and drainage has been combined with wide un- 
roofing and, occasionally, excision of the abscess 
cavity (47, 49). Through a generous incision, the 
pus, necrotic material, and, frequently, tufts of 
hair are evacuated. The roof of the abscess cavity 
is then removed, hemostasis is secured by gentle 
pressure, and the cavity is packed with a gelatin 
sponge (in the past, penicillin-soaked gauze was 
used). The lining of the remaining cyst wall is 
often destroyed by the infectious process. In spite 
of the excision of a large amount of overlying skin, 
as is frequently necessary in the case of large 
abscesses, the wound is usually well healed in 
approximately 4 weeks and the entire convales- 
cence is very smooth. No recurrences have been 
observed during a period of from 3 to 6 months 
after operation in more than 80 cases. 

Thus, in comparison with the old method of 
crucial incision and drainage only, the wide un- 
roofing of the abscess cavity is a far superior oper- 
ation and has thus far eliminated secondary surgi- 
cal procedures (47). For experimental reasons, 
the entire abscess cavity was excised recently in 
11 patients. This operation was combined with 
the preoperative and postoperative administra- 
tion of terramycin. These patients have faired 
as well as those with unroofing except that there 
was a Slower rate of healing of the wound. 

A new conservative procedure for the treatment 
of pilonidal abscess has been proposed (10). 
Through a small incision a mushroom catheter is 
inserted into the abscess cavity and is retained 
for 3 months. When it is removed, there is left an 
allegedly completely epithelized dimple or base 
resting on the periosteum of the sacrum. Only 12 
cases have thus far been treated by this method. 
The ultimate results are still open to question. 

Cyst and sinus: open technique. Excision and 
block dissection with packing of the wound is by 
far the most popular and the simplest surgical 
procedure. The rate of recurrence following this 
operation is exceedingly small (23). However, it 
entails a prolonged period of healing which makes 
this technique undesirable in military as well as in 
civilian practice. The period of healing usually is 
not complete before 6 weeks and often lasts as 
long as 3 months. 

Exteriorization technique. This operation, de- 
scribed by Buie (7) in 1938, found many adher- 
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ents in the armed forces (4, 5, 29). In this tech- 
nique the cyst cavity and its ramifications, if any, 
are incised and saucerized. This amounts to ex- 
cision of the roof and the skin edges with the 
preservation of the lining of the floor of the cyst or 
sinus. The skin edges of the wound may then be 
sutured to the remaining cyst wall by a continu- 
ous absorbable or soft nonabsorbable suture. The 
remaining cyst wall is said to undergo squamous 
metaplasia. Brust’s careful follow-up studies of 
302 operative patients after a period of at least 12 
months yielded a curability rate of 94.7 per cent 
(5). Barlett, on theoretic grounds not substan- 
tiated by his personal experience, questioned the 
validity of the evidence for the claim that the 
remaining cyst wall will assume the characteris- 
tics of skin. Furthermore, even the rare occur- 
rence of a neoplasm in the cyst wall (16, 17) favors 
total oblation of the cyst. 

Semiclosed techniques. A number of semi- 
closed procedures had been proposed (3, 9, 26, 46). 
Some of the partial closure techniques embrace 
block excision of the pilonidal lesion plus suture 
of the skin edges, without tension, to the midline 
of the sacrococcygeal fascia (26). An area of from 
0.2 to 0.5 cm. in width is left open between the 
edges of the skin for granulation and epitheliza- 
tion which are completed in 2 to 6 weeks. In some 
cases, however, healing is not completed in less 
than 3 months. Furthermore, the resulting scar 
may be deformed and tender upon sitting and 
therefore require reoperation (1). For these rea- 
sons, this operation is undesirable in military and 
civilian compensation practice. 

In another procedure the lesion is also excised 
en bloc and the subcutaneous fat is undercut at 
the sacrococcygeal fascia. Dermal retention su- 
tures are introduced through the skin, subcutane- 
ous tissues, and the sacrococcygeal fascia, and 
tied over rubber tubing placed on each side of the 
wound. This maneuver makes it possible to oblit- 
erate the dead space and to approximate the 
edges of the subcutaneous wound in most cases. 
The cutaneous wound is then kept open by plac- 
ing and retaining a narrow strip of gauze between 
the skin edges for 3 to 5 days. These wounds heal 
effectively in approximately 3 weeks (46). The 
chief points of merit of this technique are the lack 
of tension of the sutures, the obliteration of possi- 
ble dead space, and the elimination of serum in 
the wounds which may become infected if serum 
is retained. 

Still another procedure utilizes transverse in- 
cisions with the formation of skin flaps (3). The 
pilonidal lesion is excised widely and completely 
through an elliptical or longitudinal incision. 
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Transverse incisions are then made and the flaps 
are formed and undermined; these incisions are 
said to release the tension on the horizontal or the 
original elliptic incisions, thus permitting primary 
closure of the longitudinal or horizontal wounds. 
The lateral wounds are left open for drainage in 
infected cases, while in clean, uninfected wounds 
they are closed loosely. This cutaneous flap tech- 
nique is said to permit mobility of the wound at a 
higher level, and releases all tension on the longi- 
tudinal suture line. This, in turn, puts the suture 
line of the 2 lower flaps at rest and allows these 
flaps to move as a unit, thus preventing poor 
healing of the caudalmost angle of the horizontal 
or longitudinal wounds. Theoretically, this proce- 
dure combines the valuable features of the open, 
semiclosed, and closed techniques. 

Closed techniques. Clear-cut differentiation 
must be made between the simple techniques that 
aim to close integument and subcutaneous tissues, 
and those that utilize musculofascial flaps. It 
must also be understood that the closed tech- 
niques are applicable only to the treatment of pri- 
mary uninfected cysts or sinuses, or to those pre- 
viously infected but adequately drained and free 
from infection for about 6 months or longer fol- 
lowing surgically induced drainages. 

Enucleation procedure. Excision of the cyst or 
sinus by enucleation and primary closure with 
drainage of the wound in preference to excision 
en masse was advocated by Bartlett (1) and 
others. The lesion is enucleated through an 
oblique incision with very little, if any, sacrifice of 
the adjacent tissue. The subcutaneous fat is 
closed from side to side as well as to the sacrococ- 
cygeal fascia in order to obliterate dead space. A 
small soft rubber drain is introduced to the depth 
of the wound because perfect hemostasis is impos- 
sible in these wounds. The drain is removed dur- 
ing the first day of operation. 

A serious objection to the use of drains in pi- 
lonidal wounds may be raised because of the in- 
frequent development of a draining sinus, which 
occurred occasionally following the performance 
of the Morter technique. 

Simple primary closure procedures. Most of 
these procedures are akin to the semiclosed type 
already described (46). In these procedures the 
pilonidal lesion is removed by block excision with 
the sacrifice of variable amounts of skin (24, 25, 
38). Some surgeons undermine the fat at the 
sacrococcygeal fascia and use deep absorbable or 
nonabsorbable retention sutures through the skin 
and fat, and under the fascia (24, 38) while others 
do not (25). These techniques were largely fa- 
vored by many military surgeons, especially to- 
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ward the close of World War II, who after con- 
siderable experience reported successful results in 
some go per cent of their cases. Considering the 
rapid dispersion of the military personnel (doctors 
and patients alike) during and after the war, the 
early follow-up must at best have been inade- 
quate, while the late follow-up is outright unsatis- 
factory. 

In civilian practice these and similar types of 
surgical procedures have been encouraged and 
practiced by some surgeons (8,1 5,31, 37) 52). Our 
own experience with this operation in civilian and 
military practice shows that small and medium- 
sized uninfected cysts or sinuses can be eradicated 
successfully provided tension on the wound is 
avoided. We have also favored the application of 
seasponges over the wound as a pressure dressing 
to help obliterate dead space (15). However, 
these operations are unsatisfactory for the treat- 
ment of large primary or recurrent lesions. Fur- 
ther evaluation of the technique developed by 
Wright is about to be resumed. 

Musculofascial flap procedures. These opera- 
tions are eminently suitable for the eradication of 
large uninfected (or previously infected but ade- 
quately drained) cysts with or without multiple 
sinuses and the involved adjacent tissues, the con- 
comitant obliteration of dead space, and closure 
of the wound. Although they came into vogue 
during World War II, their theoretic advantages 
have been apparent since 1933 (30). Pope has 
described a sliding gluteus maximus muscle graft 
technique, and Ziegler and his associates described 
a sliding fascia procedure. Mohardt’s contribu- 
tion is also of importance. Personal experience is 
limited to the techniques described by Shute and 
his coauthors (43), and Holman. 

The Shute technique is performed as follows: 

“A wide double elliptical incision is carried per- 
pendicularly downward to the fascia of the gluteus 
maximus. The circumscribed tissue block is sepa- 
rated from the sacrococcygeal fascia and removed. 
A lateral incision through gluteal fascia in the line 
(depth) of the original incision is now made on 
either side. It is deepened into the fibers of the 
gluteus maximus and the fibromuscular flap thus 
created is turned medially and sutured to its fel- 
low on the opposite side, in the midline. This fills 
in the area dorsal to the sacrum, eliminates the 
dead space, and furnishes an abundant blood 
supply to the base of the wound. The lateral flap 
slides medially over the edge of the sacrum and is 
sutured to the opposite lateral flap without ten- 
sion. The skin is now easily approximated. 2 

We have performed this operation with the 
following modification: 
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The skin of the angle of the wound near the 
anus is closed meticulously with the aid of a sub- 
cuticular suture of No. oo plain catgut or a No. 35 
or 36 alloy wire suture. The remainder of the 
wound is kept open for 48 hours or longer with the 
aid of a gauze wick. This gauze packing is placed 
just between the skin edges following the intro- 
duction of the skin sutures which are left untied. 
After the removal of the gauze packing these su- 
tures are tied to approximate the skin edges. 
Evidence of large amounts of hemorrhagic serum 
is discernible at this time (47, 49). The applica- 
tion of the principle of delayed closure to the mid- 
dle and upper, or cephalad, portion of the 
wounds has not materially increased the time of 
effective healing. 

Holman’s simplification of the musculofascial 
technique is quite akin to that described by 
Shute and by Pope. The pilonidal cyst is excised 
en bloc. The fascia overlying each gluteus max- 
imus muscle together with a thin layer of muscle 
is mobilized sufficiently to permit approximation 
of the outer flaps without tension. These outer 
flaps are sutured in the midline of the lower sac- 
rum and coccyx with 4 to 8 interrupted No. o 
chronic catgut sutures; nonabsorbable sutures 
are undesirable in this anatomic area. These su- 
tures include bites of the midprecoccygeal and pre- 
sacral fascia with a view to obliterating the dead 
space. The skin is approximated by a continuous 
subcuticular stitch of nonabsorbable suture mate- 
rial which is removed in 7 or 8 days. The epithe- 
lial edges of the inferior angle of the wound are 
closed meticulously, while 2 cm. of the cephalad 
portion of the wound are left open for the escape 
of serum. 

As in the case of the Shute procedure, the appli- 
cation of the principle of late closure of the middle 
and cephalad portions of the wound to the Hol- 
man procedure may be advantageous. 

During the performance of these plastic proce- 
dures, trauma to the tissues is meticulously avoid- 
ed; retractors are not employed so as not to injure 
the delicate and vulnerable adipose tissue. The 
clamping of bleeding vessels is also avoided; pa- 
tient digital pressure usually stops the bleeding. 
These procedures are not difficult to perform after 
some practice; surgical virtuosity is not a pre- 
requisite to carrying out these reconstructive 
techniques. 

Postoperatively, it is desirable to keep the pa- 
tient on his side or on his abdomen for about 10 
days; sitting and lying on the back are forbidden 
as these positions exert tension on the suture line. 
-The patient may stand to urinate. A nonresidue 
diet is prescribed for about 10 days in order to 
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eliminate or reduce the incidence of defecation. 
Complete healing of the wound is accomplished in 
about 10 days. 

Among 52 cases of personally performed muscu- 
lofascial primary closure the wounds of only 6 pa- 
tients failed to remain closed because of deep low 
grade inflammatory processes which necessitated 
wide reopening and packing of the wounds. These 
patients were subsequently treated as having pri- 
mary open wounds, and the wounds healed com- 
pletely and effectively in less time that it usually 
takes similar wounds to heal after open tech- 
niques. However, most of these patients have not 
been followed up for an adequate period to war- 
rant long term conclusions. 

Skin grafting. Immediate skin grafting follow- 
ing primary excision of the cyst-bearing tissues 
with intermediate or thick split-thickness skin 
grafts (47,51) was apparently first performed by 
Scarborough (San Francisco) in 1948, and subse- 
quently by others. Contrary to the general belief, 
the freshly exposed area appears to be a very good 
base upon which to place a skin graft (47). How- 
ever, it should be pointed out that grafted skin in 
the sacrococcygeal area cannot withstand the 
strain incident to a full military physical duty 
status or the corresponding stress and strain of 
civilian pursuits; the grafted skin may be affected 
easily by slight trauma with resulting excoriation 
and fissures. This difficulty may perhaps be 
avoided by the employment of tubed full thick- 
ness grafts. 

RECURRENCE 

Recurrence of pilonidal lesions may be due to: 
(1) the incomplete extirpation of infected tissue 
adjacent to the cyst or sinus tract at the time of 
the original operation; (2) the failure to obliterate 
the dead space which becomes infected with the 
subsequent development of infected granulation 
tissue; (3) the occurrence of “acquired” sinuses 
after the original adequate operation; and (4) the 
incomplete removal of epithelial tissue, sinuses, or 
both, at the time of the original operation (19). 

The postoperative development of a sinus or 
dimple following adequately performed opera- 
tions is easily preventable; it is a matter of simple 
postoperative prophylaxis (19). During the 
process of healing it is imperative to prevent the 
invagination or downward growth of epithelium 
below the level of the surrounding skin edges be- 
cause under these circumstances the skin hairs 
grow and project inward into the subcutaneous 
tissues where they act as a foreign body and thus 
form and perpetuate a sinus tract. 

It must be pointed out here that occasionally 
primary, but especially recurrent, pilonidal dis- 
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ease is confused with anal fistula or hidradenitis 
suppurativa (52). The recognition of the latter 
lesion is highly important. 

Irradiation. This form of therapy is effective 
against many cases of recurrent pilonidal disease 
(48). One of us has advocated irradiation therapy 
mainly on the proposition that recurrence after 
operation is due primarily to incomplete extirpa- 
tion of the infected tissue, and that irradiation has 
the ability to cause temporary epilation of hair. 
Thus, irradiation may be useful in the treatment 
of the first 3 causes of recurrence. It will fail in 
the cases in which branches of the cyst, sinus, or 
ectopic epithelium are incompletely removed dur- 
ing the original operation, and reoperation will be 
necessary. 

Sclerotherapy. This form of therapy is useful 
for recurrent sinuses (39). The amount of scleros- 
ing solution and the number of injections neces- 
sary vary with the size of the sinus (49). As scler- 
osis progresses and diminution of the sinus tract 
occurs, less and less of the sclerosing solution is 
utilized at each subsequent sitting. 

Reoperation. Simple excision (preceded by ir- 
radiation) is advocated for acquired dimples that 
fail to respond to either irradiation or sclerother- 
apy. Following the failure of conservative ther- 
apy and in the case of incomplete extirpation of 
the lesion during the original operation, reopera- 
tion is mandatory. At this surgical procedure all 
scar tissue (most of which shows microscopic evi- 
dence of variable grades of inflammation) is ex- 
cised to the sacrococcygeal fascia, and the wound 
is closed by the fibromuscular flap technique, is 
left open and allowed to granulate from the bot- 
tom, or its raw surface is immediately skin graft- 
ed (20, 47). (See discussion of skin grafting else- 
where in the text). The McCutchen plastic 
operative procedure may be given a trial in these 
cases (27). 

GENERAL COMMENT 

It is hoped that the present polemic concerning 
the virtues and the deficiencies of the open versus 
the closed surgical procedures for the treatment 
of pilonidal disease will lead to concrete results. 
Our own civilian and military experiences have 
led to the following conclusion: 

The open operation of excision and block dis- 
section is the safest surgical procedure in the 
hands of the average surgeon. Because of the con- 
sistently good results obtained, surgeons of wide 
experience continue to favor the open procedure 
in spite of the prolonged period of healing. On the 
other hand, while the musculofascial flap proce- 
dures are still in the process of perfection, they 
have already proved their merits and superiority 
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over the open procedures when performed by ex- 
perienced surgeons (19). The progressive civilian 
proctologists believe that when properly indi- 
cated and properly performed, reconstructive 
primary closure of pilonidal wounds will find use- 
fulness in civilian practice (36). The gluteal fascia 
flap technique (19) is a well conceived and highly 
satisfactory surgical procedure; we prefer it to the 
open procedure for the treatment of the large 
uninfected primary pilonidal cysts with multiple 
openings as well as for large recurrent pilonidal 
cysts and sinuses that fail to respond to either 
irradiation or sclerotherapy (49). The application 
of the principle of delayed closure to the superior 
or cephalad angle of the wound of this reconstruc- 
tive plastic procedure and the employment of 
antibiotic drugs (aureomycin or terramycin) have 
been of distinct additive value (47). 
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Bony Hypertrophies in the Course of Cutaneous 
Angiomas of the Face (Les hypertrophies osseuses 
au cours des angiomes cutanés de la face). CERNEA, 
AUBERT, GuféRIN, and M. Marte. Sem hép. Paris, 
1951, 27: 1467. 

Bony hypertrophies occurring in the course of 
cutaneous angiomas of the limbs have been known 
for a long time. Those occurring in the region of the 
face are very rare. 

Six cases, observed by the author, are reported. 
One of these cases is reported in detail on account of 
its unusual characteristics. 

The case, reported in detail, was that of an unusual 
bony hypertrophy of the left mandible, complicating 
an angioma of the face of a man of 52 years. 

The mass extended down in front of the left 
thorax like a collapsed sac, the anterior and external 
surface of which was continuous with the skin of the 
cheek and the posterior and internal surface of which 
was continuous with the skin of the submaxillary 
region. 

This mass, elongated in form, presented a lower 
pole extending backward and to the left. Anteriorly, 
its lower border arose obliquely to the anterior part 
of the right horizontal ramus; posteriorly, its border, 
almost vertical, rejoined the parotid region. Its 
upper limit was a line passing through the border of 
the lower lip. ; 

The surface of the tumor was irregular. Five 
nodules protruded from the lower lip, the largest of 
which was the size of an apple. The overlying skin 
had the appearance of that of the scrotum, wrinkled, 
with varicosities, and large pores. Normal skin was 
present only in the upper part of the cheek and in 
the submaxillary region. 

The mass was of varied consistency, being very 
nodular in several places. 

The chin was deflected to the right as the tumor 
was on the left and involvement of the right side of 
the chin was apparent rather than real.’ 

The lower lip was four times its normal size. It 
protruded in front of the upper lip. Its contour was 
irregular and bumpy. 

Examination of the buccal cavity was no less 
astonishing. The mucous membrane of the lower jaw 
was entirely occupied by soft polypoid tumors, vary- 
ing in size from that of a walnut to that of a hazel 
nut. The mucous membrane covering them was soft 
and of normal consistency. The examining finger 
sunk into a cavity which descended to the external 
aspect of the mandible. It was possible, by exerting 
pressure on the tumor externally, to evaginate the 
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pocket, and in the buccal cavity a multitude of polyp- 
oid implants appeared on its walls. A lipoidal 
injection into the diverticulum demonstrated its 
contour. 

The bony deformity was marked. The alveolar 
process was not clearly defined. There was an enor- 
mous increase in the size of the left mandible in con- 
trast with that of the right mandible which was 
normal. 

The horizontal ramus of the left mandible was 
four times larger than normal. It was traversed by 
an enlarged dental canal, the size of a pencil. Its 
greatest diameter was about 1 cm. The apophysis of 
the chin was distinctly enlarged. 

The left vertical ramus was longer, broader, and 
thicker than that of the right side. The angle of the 
jaw was prolonged downward into a sturdy beak 
which pointed outward. 

The condyle, seen in profile, was larger than 2 
fingers’ breadth. It was so hypertrophied that it 
was displaced from the glenoid cavity. Its articular 
surface extended in front of the temporal condyle. 
Hypertrophy of the neck of the condyle and the 
coronary process increased their normal dimensions 
three times. 

In general, the other bones of the face were unaf- 
fected by the disease. The right side was undam- 
aged. The sinuses and the mastoids were found to 
be enlarged. 

Intracranial calcifications were present in both 
vaults. The channels of the intracranial vessels 
were well developed and the pacchionian bodies 
were deep. 

The patient dated the existence of the tumor from 
the age of 12 years, following trauma; but it had 
existed probably since birth and had grown pro- 
gressively. 

At the age of 25 years, an attempt was made to 
remove the tumor, but this was discontinued after 
the initial incision on account of excessive hemor- 
rhage. 

Later the tumor was removed and found to weigh 
950 gm. The large vascular pedicle of the tumor 
infiltrated posteriorly into the carotid region. 

Histologically, the tumor was found to be a hyper- 
trophic hemangiectasis of nonmalignant character. 

Clinically, the maxillofacial hypertrophies which 
complicate angiomas occur more frequently in 
women than in men. 

The degree of the hypertrophy is variable. 

The skin is indurated and infiltrated. 

The lips are doubled or tripled in size. 
buccal polyps are present. 

Bony hypertrophies are almost always present. 
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In the superior maxillae, the posterior part of the 
alveolar processes and the maxillary tuberosities are 
most often affected. 

Roentgenography shows an increase in size of the 
body of the maxilla, and the maxillary sinuses are 
greatly developed. 

In the lower maxilla, the changes are more pro- 
nounced. The hypertrophy is globular and the in- 
crease in size is equal in all three dimensions. The 
dental canals are greatly enlarged. The teeth remain 
normal. The vertical ramus is elongated. The 
coronoid process may take on a massive appearance. 

Roentgenography reveals bony hypertrophy, in- 
crease in size of the sinuses on the affected side, 
hemicranial hypertrophy, and intracranial and intra- 
ocular calcifications. 

Histological examination shows a destructive 
process of bone. 

In the hemihypertrophies of the face and the 
body, with or without angiomas, the vascular altera- 
tions are not the determining factors of the hyper- 
trophies as is shown by the cases in which the 
angioma is on the opposite side from that of the 
hypertrophy. 

The hypertrophies are not exclusively bony, but 
may involve the soft parts. They are thought to be 
due to hypophyseal disturbances. 

BLACKWELL MARKHAM, M.D. 


Fractures of the Mandible in Children and Their 
Treatment (Le fratture della mandibola nei bam- 
bini e loro trattamento). Luicr Rusconi, and 
ANGELO AMADEI. Arch. ital. chir., 1950, 73: 375- 


The authors report 13 cases of fracture of the 
mandible in children under 12 years of age. On the 
basis of this series and a review of the literature, 
mandibular fractures are found to occur in children 
with a considerably lower frequency than in adults. 

The methods of treatment fall under three head- 
ings, namely: (1) external elastic splints applied by 
bandages or leather strap, (2) various types of dental 
ligatures, and (3) bands or casts applied to the teeth. 
The details of the various techniques are discussed 
in relation to the difficulty of dealing with children. 
In general, complications are rare and consist chiefly 
of infection arising from organisms characteristic of 
the oral cavity, and ankylosis of the jaw. Fortu- 
nately, the latter complication is rare and occurs 
only when the fracture directly involves the tem- 
poromandibular joint. 

Epitu B. Farnswortn, M.D. 


Osteoradionecrosis of the Maxillae (Ostéo-radioné- 
crose des Maxillaires). R. FLEury, G. BorNET, and 
R. Luck. Sem. hép. Paris, 1951, 27: 1479. 


Osteoradionecrosis of the maxillae has been ob- 
served frequently in patients who have been sub- 
jected to radiotherapy in the cervicofacial region. 
This complication, contrary to the general belief, 
is far from rare. 

- Having recently treated 2 patients presenting 
osteoradionecrosis of the maxillae, the authors re- 
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port their observations and suggest certain precau- 
tions to avoid this formidable affection. 

In one reported series of 102 patients treated by 
radiotherapy, necrosis developed in 33, or 32 per 
cent of the cases. In 3 of these the soft parts were 
involved, while in the remaining 30 there was involve- 
ment of bone. 

Radiotherapists disagree as to the quantity and 
mode of application of x-ray therapy in the treat- 
ment of malignant disease. Some radiotherapists 
prefer to strike at the malignancy with a single mas- 
sive dose, believing that only by this method of 
therapy can the patient be saved. 

In support of this belief they present observations 
of prolonged survival of patients with advanced 
— who were treated with single massive 

oses. 

The majority of radiotherapists prefer to adminis- 
ter smaller doses of x-rays repeated at intervals, be- 
lieving that the risk of recurrence of the malignancy 
is lessened and the chance of complications is 
diminished. 

The cross-fire method of applying x-rays is con- 
sidered a factor in producing necroses. The smaller 
the field of radiation, the less likely are complica- 
tions. 

Excess dosage produced by secondary rays from 
the bone itself, multiple dental fillings, or prostheses 
is believed to be negligible. 

Osteoradionecrosis occurs under two conditions: 
when the physiotherapy has been applied on lesions 
in a septic buccodental environment, and when the 
x-rays have been badly applied. 

Primary surgery followed by x-ray therapy is 
dangerous and responsible for early and severe 
necroses. Secondary surgery (e.g., electrosurgery) is 
much less dangerous. 

Endocrine disturbances, lymphatic states, hyper- 
tension, tuberculosis, syphilis, and other constitu- 
tional diseases seem to increase radiosensitivity and 
serve as predisposing factors to osteoradionecrosis. 
Local conditions such as superficial bones, poorly 
protected by soft tissue, also serve as predisposing 
factors, as well as local trauma and buccal sepsis. 

There is a relationship between the clinical form 
of the tumor and the occurrence of osteoradionecro- 
sis. Ulcerating or infiltrating epitheliomas are more 
frequently complicated by necroses than are the 
tumors of the vegetative type superimposed on nor- 
mal tissues. 

Certain mechanical and chemical agents serve as 
determining factors. Minor surgical procedures, 
such as dental avulsions, biopsy, diathermy, and 
traumatism from prostheses and bones in food also 
act as determining factors. Tincture of iodine and 
other chemical caustics may act in the same way. 

Cutaneous, mucous, and salivary reactions first 
make their appearance and are a great help in es- 
tablishing the diagnosis of osteoradionecrosis. Doses 
of 400 roentgens produce epilation; doses of 600 to 
1,200 roentgens produce epilation, erythema, des- 
quamation and excessive pigmentation. Massive 
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doses of 1,600 to 6,000 roentgens produce exudative 
radiodermatitis. Recovery occurs in about 6 weeks 
if the lesions have not been subjected to irritating 
antiseptics. Doses of 2,000 roentgens and over al- 
most always produce radioatrophy and radionecro- 
sis. The life of the patient may even be imperiled. 

In tumors of the mucosa, a radioepithelitis appears 
about 12 days after treatment. 

A secondary glandular inhibition often occurs. 

After a variable latent period of months or years, 
osteoradionecrosis may appear when the patient has 
been considered cured. 

The onset of osteoradionecrosis may be spontane- 
ous or gradual. A radionecrotic type of ulceration 
may suddenly appear, accompanied by fever, in- 
tense pain, marked swelling of the soft parts, and 
even a locking of the jaws. On the other hand, pain, 
gradually increasing in severity, followed by de- 
nudation of the bone, and dental caries develop over 
a period of time before osteoradionecrosis becomes 
evident. 

Osteoradionecrosis is complicated by perimaxillary 
cellulitis, spontaneous mandibular fracture, epithe- 
liomas following radiodermatitis, hemorrhage of 
varying degrees, general debility, and in some cases 
by intercurrent bronchopulmonary infections which 
carry with them a bad prognosis. 

To prevent the development of osteoradionecrosis, 
certain measures may be taken before, during, and 
after treatment. 

Prior to the application of massive doses of roent- 
gen rays in the treatment of neoplasms of the 
maxillofacial region, all teeth in the field of radiation 
should be removed, whether they are diseased or not. 
Sound teeth are affected by x-rays and these affected 
teeth as well as carious teeth predispose to osteo- 
radionecrosis. 

X-ray therapy should be delayed until complete 
cicatrization has taken place following the avulsion 
of teeth. Only in rare cases of advanced malignancy 
may x-ray therapy be applied before complete cica- 
trization has taken place. 

Rapid cicatrization is favored by such factors as 
detection of bleeders by determining the coagulation 
time of the blood, using block anesthesia to remove 
several teeth at one time, the use of surgical avulsion 
to lessen traumatism, careful treatment of the 
alveolar sockets after extraction, and careful search 
for retained roots and imbedded teeth. 

Extractions should be more radical, the more in- 
tense the later treatment is to be. All infections 
should be eliminated. All prostheses should be re- 
moved in order to eliminate the possibility of second- 
ary rays. 

During radiotherapy, prophylaxis against osteo- 
radionecrosis consists of avoiding trauma to tissue, 
assuring buccal hygiene, detection of gangrene of 
the pulp of teeth that have not been removed, dis- 
continuance of the use of prostheses, and the use of 
buccal antiseptics. 

After x-ray therapy, it is essential that buccal 
hygiene be continued and that repeated examinations 
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be made over a period of at least 5 years to detect 
the development of delayed osteoradionecrosis. 
BLACKWELL Marxkuay, M.D. 


Total Parotidectomy in Tumors of the Parotid 
Gland. Wittram S. McCune. Arch. Surg., 1951, 
62: 715. 

The results of the surgical treatment of tumors 
of the parotid gland as performed at the Walter 
Reed General Hospital during the period between 
1942 and 1947 are presented. Except for a few 
older persons, all were of military age and several 
had previously undergone operations which had not 
proved successful. Of the 34 patients comprising 
the series, 27 had mixed tumors and 7 had adeno- 
carcinomas. 

Twenty of those with mixed tumors were fol- 
lowed for more than 5 years. In 5 of the 27, or 18 
per cent, the lesions were recurrent tumors, many 
of which were more cellular and more rapidly grow- 
ing than in their original form. All mixed tumors 
were painless and nontender, and on admission, 
none of them were found to be associated with facial 
paralysis. 

The technique employed in all recurrent, and in 
most of the primary lesions consisted of total paro- 
tidectomy through a curved incision, the entire fa- 
cial nerve having been completely dissected. Isola- 
tion of the nerve was facilitated by identification of 
the mandibular division at the point of intersection 
of the border of the mandible, the anterior maxillary 
artery, and the anterior border of the masseter 
muscle. A peripheral nerve faradic stimulator also 
proved to be of distinct aid in the dissection of these 
lesions. 

One salivary fistula occurred and persisted 2 
years before closing. Only 2 recurrences have taken 
place, both involving ‘primary tumors. There was 
one instance of complete facial paralysis following 
removal of a recurrent tumor, in which several 
branches were purposely sacrificed. There were 4 
instances of paralysis of the mandibular branch 
only, in 1 of which sacrifice of the nerve was per- 
formed of necessity, owing to the extensiveness of 
the lesion. Two of these 4 followed removal of 
primary tumors. 

All 7 cases of adenocarcinoma of the parotid 
gland were followed for a period of 5 years. The 
malignant nature of the lesion was established with 
difficulty at times and, therefore, the aid of biopsy 
with frozen section was elicited. No effort was made 
to preserve the facial nerve and, in most instances, 
radical neck dissection was performed along with 
total parotidectomy and removal of any involved 
skin. Preliminary ligation of the external carotid 
artery aided the operation. Deep x-ray therapy 
was administered postoperatively. One patient died 
of heart disease after 3 years without evidence of 
recurrence. Two, although alive after 5 years, show 
evidence of recurrence. One patient is alive and 
well 5 years after the operation. 

Davin H. Lynn, M.D. 
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Visual Illusions in Night Flying. Henry A. Imus, 
ASHTON GRAYBIEL, ROBERT H. Brown, and JORMA 
I. Niven. Am. J. Ophth., 1951, 34: Part 2, 35. 


The authors discuss visual illusions in night fly- 
ing. They conducted a series of experiments on 
orientation in space, and found that the hazards of 
flying are increased by illusions to which all pilots 
are susceptible. 

Visual illusions were frequently responsible for 
unusual aircraft accidents. 

Autokinetic illusions could be controlled by in- 
creasing the number of formation lights on the 
planes, and by instructing pilots to shift their gaze. 

Acceleration and deceleration forces produce il- 
lusions of motion and displacement of visual tar- 
gets. Gravitational forces cause apparent displace- 
ment of visual targets and illusions of changes in 
bodily position. 

Repeated experiments showed that these illusions 
persist and that the subjects do not become adapted 
to the illusory effects. 

When flying at night, or in fog, a pilot cannot tell 
whether he is in a climbing turn or in a diving turn. 
For this reason, pilots should be persuaded to rely 
upon the instruments in their plane and to ignore 
their bodily sensations, no matter how overpower- 
ing the latter appear to them. 

When pilots understand the cause of these il- 
lusions and how to counteract them, much of the 
fear and mystery involved in spatial disorientation 
is removed. Josuua ZucKEerMAN, M.D. 


Intraocular Infection with the Gas-Forming Bacil- 
lus Clostridium Welchii; Report of a Case. 
RoscoE J. KENNEDY and ADOLPH W. VOGEL. Arch. 
Ophth., Chic., 1951, 45: 528. 

Only 28 cases of panophthalmitis due to Clostri- 
dium welchii have so far been reported. The present 
case is the second in which antibiotics were used. 

A laborer aged 27 was struck in the left eye by a 
small fragment from an inside cement framework on 
which he was chipping. He did not experience dis- 
comfort until 3 hours later. Six hours after the 
accident he consulted an ophthalmologist who treat- 
ed the eye and administered an intramuscular injec- 
tion of procaine penicillin. The patient arrived at 
the Cleveland Clinic Hospital 28 hours after the 
accident. Increasing intensity of the ocular pain had 
eventuated in vomiting and anorexia. Vision of the 
affected eve was reduced to hand movements. A 
thick, yellowish exudate oozed from a gray area 
near the center of the cornea. The entire cornea was 
stained with fluorescein and the dye moved quickly 
into the anterior chamber. The cornea was clouded 
and its circumference apparently was occupied by 
an annular abscess. The chemotic conjunctiva 
showed some subconjunctival hemorrhages. The 
upper lid was congested and somewhat edematous. 
A bubble of gas, 4 mm. in diameter, was in the ante- 
rior chamber. 
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The patient was given immediately, 1,500 units 
of tetanus antitoxin intramuscularly; 100,000 units 
of aqueous penicillin were injected intramuscularly 
every 3 hours; an ophthalmic solution of aureomycin 
was instilled every 2 hours; and morphine sulfate 
was administered as required. 

On the following day the profuse yellow discharge 
continued through the perforation in the center of 
the cornea. By the day after, the entire anterior 
chamber had filled with yellowish material. Sixty 
hours after admission evisceration was performed. 
The contents of the eye disclosed necrotic uveal 
material, fibrin, and pus; no foreign body was pres- 
ent. Gas gangrene antitoxin (50,000 U.) was ad- 
ministered prophylactically. Convalescence was 
uneventful. 

Laboratory studies of the exudate and of the 
eviscerated contents showed pure cultures of 
Clostridium welchii. The postoperative cultures 
were negative. Though penicillin is most effective 
in gas bacillus infection of body wounds, experi- 
mental studies in rabbits demonstrated its impo- 
tence in ocular infections after a lapse of over 3 
hours, even when intraocular injections were given. 
Unfortunately the patient often delays treatment 
for 6 to 12 hours. James E. LeBensoun, M.D. 


Ocular Manifestations of 100 Consecutive Cases 
of Multiple Sclerosis. J. C. Yasxin, Epmunp B. 
SPAETH, and RoBERT J. VERNLUND. Am. J. Ophth., 
1951, 34: 687. 

The ocular manifestations of 100 consecutive cases 
of multiple sclerosis which were intensively studied 
at the Graduate Hospital of the University of Penn- 
sylvania, Philadelphia, Pennsylvania, were reviewed. 
In the patients examined, 57 were females and 43 
were males. The age incidence at the time the first 
symptoms appeared was 28.6 years for females and 
29.08 years for males. In the patients examined, 73 
had as their earliest manifestation predominantly 
general neurologic symptoms and 27 had ocular 
symptoms exclusively. Most neurologic symptoms 
were related to difficulty in locomotion and numb- 
ness in various parts of the body. Among the ocular 
symptoms, blurring or loss of vision occurred in 16 
patients, double vision in 7 patients, jumpiness of 
vision in 2, and difficulty in focusing in 1 patient. 

Fifty-six patients had ocular manifestations dur- 
ing the hospital studies. The following pathologic 
changes were observed: pupillary changes in 12 
cases; extraocular palsy in 12 cases; disturbances in 
conjugate gaze in 2 cases; disturbances in conver- 
gence in 7 cases; nystagmus in 34 cases; and changes 
in the optic nerve discs in 51 cases. 

The electroencephalogram, other routine labora- 
tory procedures, and the gastric analysis were help- 
ful even when normal. The spinal fluid studies were 
disappointing, since only a small percentage showed 
significant changes. The encephalogram, although 
not diagnostic, may be suggestive, indicating in 
some cases a degenerative disease of the nervous 
system, Frank W. NEweEtt, M.D. 
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Effect of ACTH and Cortisone on Ocular Disease. 
MicHAEL J. Hocan, P. ENGELMAN, PHIL- 
Lips THYGESON, and Marcus Krupp. Am.J. Ophth., 
1951, 34: Part 2, 73. 

The authors point out that cortisone and ACTH 
were originally found to be beneficial in mesen- 
chymal diseases such as rheumatoid arthritis, rheu- 
matic fever, disseminated lupus erythematosus, 
dermatomyositis, periarteritis nodosa, and status 
asthmaticus. These diseases, which are character- 
ized by a nonspecific inflammatory reaction, are 
brought on by a peculiar susceptibility of the host 
to certain bacterial or tissue products and appear 
to be benefited by a sudden increase in titer of the 
circulating 11, 17-oxysteroids. 

Because rheumatoid arthritis is often associated 
with uveitis, it was natural to try these hormones in 
the treatment of this inflammatory condition of the 
eyes. 

The authors obtained a fair response in 1 case of 
bilateral chronic rheumatoid uveitis treated with 
both ACTH and cortisone, but after 6 months’ 
treatment the eyes were unimproved. Contrary to 
the general opinion, the wounds caused by surgical 
procedures performed for the relief of glaucoma oc- 
curring as a complication during treatment with 
these drugs, healed without the expected interfer- 
ence with healing. 

In 1 case of unilateral acute rheumatoid uveitis, 
a rapid response was obtained, but after 18 days a 
slight residual inflammation persisted. When treat- 
ment was stopped the inflammation again became 
acute, and the opposite eye became inflamed. 

In a patient with bilateral acute rheumatoid 
uveitis treated with ACTH, the acute phase of the 
inflammation subsided promptly, but chronic in- 
flammation persisted in spite of an adequate adrenal 
response after withdrawal of ACTH. Reinstitution 
of treatment resulted in only moderate improve- 
ment. Use of a different batch of ACTH, and in- 
crease in dosage yielded a good adrenal response 
and incomplete subsidence of the uveitis. 

In a patient with acute bilateral nongranulo- 
matous uveitis and papillitis, treated with corti- 
sone, healing occurred rapidly, except for slight 
residual inflammation in one eye. There was a re- 
currence of the condition 3 days after cessation of 
treatment. 

In a case of atopic dermatitis and atopic kerato- 
conjunctivitis, dramatic improvement occurred with 
cortisone treatment, after 1 month, but the lesions 
recurred when treatment was stopped, on the sixty- 
fourth day. ACTH on two subsequent occasions 
failed to stimulate the adrenal cortices properly. A 
second course of cortisone yielded a more gradual 
but satisfactory response. 

A case of severe vernal catarrh responded rapidly 
to cortisone within 3 weeks, but the condition re- 
lapsed after cessation of treatment. 

Two patients developed side reactions after 5 
weeks of treatment with cortisone, but these sub- 
sided after the drug was discontinued. They in- 
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cluded hypertension, acne, and the facial signs of 
Cushing’s syndrome. In 1 patient, the facial con. 
tour and abdominal distention of Cushing’s syn- 
drome developed after 3 weeks of treatment. 
JosHuA ZUCKERMAN, M.D. 


The Influence of Donor-Recipient Sensitization on 
Corneal Grafts. A. E>DwARD MAUMENEE. Am. J. 
Ophth., 1951, 34: Part 2, 142. 

The author discusses the influence of donor-re- 
cipient sensitization on corneal grafts. 

Many suggestions have been offered to account 
for clouding of mechanically successful corneal 
grafts from 3 to § weeks postoperatively. 

Experimental evidence supports the theory that 
one cause of late clouding of corneal grafts is the 
sensitization of the recipient to material from the 
donor. This type of reaction is dependent on the 
biologic specificity of individual animals of the same 
species. A possible method of preventing this type 
of clouding is presented. 

Although in man, skin and cornea are never 
transplanted from the same donor, there are points 
of similarity in the clouding of the grafts which 
suggests that it may be of the same origin in both 
species. 

Corneal transplants, at least occasionally, cause 
an allergic reaction. A higher percentage of grafts 
remain clear in cases of keratoconus or central 
corneal scars, where there are no blood vessels, or 
only occluded vessels, than in cases in which the 
cornea is heavily vascularized. 

Sensitization of the recipient to the donor mate- 
rial is, of course, not the only cause of clouding of 
corneal grafts. Defects in the donor material, poor 
apposition of the donor-recipient tissues, and pyo- 
genic postoperative infections are common causes 
in the first 2 weeks after operation. Extension of a 
disease process (dystrophy or active inflammation) 
may occur after the second week. There are other 
causes for later opacification. 

It is concluded, from the experiments in rabbits, 
that opacification of corneal grafts can be produced 
by a donor-recipient sensitization; that the clinical 
appearance of the cornea is very similar to the cloud- 
ing of mechanically successful corneal transplant in 
man, in which the graft becomes opaque 2 to 6 
weeks after operation; that the donor cells in a 
corneal graft survive for about 6 to 7 weeks after 
transplantation when the biologic individuality of 
an animal is used as a means of identifying the tis- 
sues; that if corneal tissue can be protected from a 
donor-recipient sensitization for approximately 6 
weeks the graft will assume the individuality of the 
recipient; that cortisone can influence the clouding 
of corneal grafts which results from a donor-re- 
cipient sensitization; and that clouding of corneal 
grafts produced by the supplemental transplanta- 
tion of skin is further proof that the destruction of 
homotransplanted material occurs as the result of a 
donor-recipient sensitization. 

JosHua ZucKkERMAN, M.D. 
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Studies on Experimental Corneal Storage. Biblio- 
graphic Survey: Observations on Water Uptake 
and Corneal Stroma Cells. WitHELM BuscHKE. 
Am. J. Ophth., 1951, 34: Part 2, 153. 


The author reports the results of his experiments 
on corneal storage. He presents a bibliographic sur- 
vey of various methods of preservation of corneas 
and of the criteria of preservation not based solely on 
the clinical success of transplant operations. 

In the past, many methods of preservation of the 
cornea have been advocated in order to obtain clin- 
ical results comparable to those obtained with fresh 
donor tissue. Because many other factors contribute 
to the ultimate result, it is important to define 
precisely the criteria of tissue preservation based on 
observations made on the stored tissue. The follow- 
ing criteria have been considered by various authors: 
the appearance of donor material on examination 
with the corneai microscope, the histologic appear- 
ance of the donor material, the special histologic 
features, e.g., acidophilia, the loosening of epitheli- 
um, cell migration and mitotic activity, growth in 
tissue culture, the capacity to swell, the thickness of 
the cornea and the water uptake, the mineral com- 
ponents, permeability to ions, the nitrogen fractions, 
the activity of proteases, the respiratory activity and 
the activity of specific oxidases, oxidation-reduction 
carriers (ascorbic acid and glutathione), the carbo- 
hydrate fractions, lipoid fractions, and the inhibition 
of bacterial growth. 

Clinical experiences with donor material stored 
under exclusion of water indicate that the state of 
hydration is a most suitable criterion of preservation. 

Progressive hydration of the cornea during cold 
storage of the whole eye in a moist chamber results 
from uptake of fluid from the interior of the eye it- 
self. Histologic observations suggest the possibility 
that the corneal stroma may have a physiologic 
function in detergence of the cornea and that the 
corneal stroma cells may have some essential 
function in fluid elimination which may be impaired 
or interfered with under the nonphysiologic condi- 
tions of cold storage. 

The water uptake of beef corneas was followed 
under various conditions of storage. In the whole 
eye, the cold-stored cornea showed a significant in- 
crease of water content as early as 8 hours after 
death of the animal. 

“Hydropic” swelling of the stroma cells is a prom- 
inent change; earlier stages of corneal swelling pre- 
sent basophilic cytoplasm of corneal stroma cells and 
anastomotic cell processes. 

JosHuA ZUCKERMAN, M.D. 
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The Vulnerability of the Eustachian Tube. D. F. A. 
Nertson. Proc. R. Soc. M., Lond., 1951, 44: 301. 


The function of the eustachian tube is to equalize 
the air pressure on the two sides of the tympanic 
membrane. The tube is normally closed gently ex- 
cept during the act of swallowing when it opens mo- 


mentarily. The lining of the tube at its nasopharyn- 
geal orifice consists of ciliated epithelium on a con- 
nective tissue base containing a fair amount of glan- 
dular and lymphoid tissue. 

Pathological factors which affect the eustachian 
tube consist of the rapid reduction in air pressure, 
such as aviators and caisson workers are exposed to, 
and infectious processes of the nasopharynx. The 
latter impairs the efficiency of the opening mechan- 
ism of the eustachian tube. Predisposition to naso- 
pharyngeal infections and to obstructions of the 
eustachian tube runs in families but tends to clear 
up after puberty. The correction of nasopharyngeal 
infections and of infections involving the lymphoid 
tissue at the mouth of the eustachian tube consists of 
surgery and irradiation. 

Surgery is by far the preferable method. The 
retrotubal lymphatic tissue should be removed with 
a curet and the nasopharynx should be examined 
under direct vision to make certain that no residual 
lymphoid tissue is present before the operation is 
terminated. 

Irradiation therapy consists of deep x-ray therapy 
or the use of radon or radium applicators. There is 
probably no inherent danger to the pituitary gland 
if the irradiation is carried out by a competent ra- 
diologist. There is some controversy as to the safety 
of the radium applicator, since it has been found that 
the surface dose is considerably higher than it was 
originally thought to be. 

Additional therapy of the eustachian tube con- 
sists of inflation or politzerization of the tube, and, 
when necessary, paracentesis of the tympanic mem- 
brane followed by the aspiration of fluid or subse- 
quent inflation of the tube. 

K. Wricst, M.D 
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The Nerve Supply of the Muscles of the Soft Palate. 
I. W. Broomueap. Brit. J. Plast. Surg., 1951, 4: 1. 


Dissections of 1 adult head and of 2 fetal heads were 
performed, and serial sections were made of the 
heads of 3 human embryos ranging from 40 to 129 
mm. in crown to rump length. In addition, serial 
sections were made of 2 soft palates. 

A human fetus 40 mm. (in crown to rump length), 
was serially sectioned at 10 ». thickness. The nerve 
fibers were stained by silver impregnation. 

Tensor palati. The motor root of the trigeminal 
nerve was traced into the mandibular division, from 
which some of its fibers passed into the nerve of the 
internal pterygoid muscle at its medial aspect. A 
smaller branch was found leaving this nerve, passing 
forward and downward to enter the tensor muscle at 
either its lateral or posterior aspect. 

Levator palati. A branch from the pharyngeal 
branch of the vagus was found to ascend vertically on 
the lateral side of the middle and superior constrictor 
muscles of the pharynx to the bone of the skull. At 
the level of the upper border of the superior con- 
strictor muscle, the nerve passed forward across the 
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sinus of Morgagni to enter the lower border of the 
levator palati, after dividing into two branches. On 
entering the muscle, some of the fibers could be seen 
to pass along the muscle bundles into the soft palate. 

Palatopharyngeus. Twigs from the pharyngeal 
branch of the vagus pass along the posterior border 
of the stylopharyngeus muscle between the upper 
and middle constrictor muscles of the pharynx to 
reach the lower part of the palatopharyngeus. Also, 
a branch from the glossopharyngeal nerve was traced 
along the anterior border of the stylopharyngeus 
between the constrictors and found to enter the 
palatopharyngeus. 

Palatoglossus. A branch from the glossopharyngeal 
nerve crosses the stylopharyngeus muscle and passes 
forward and medially below the superior constrictor 
muscle. It ascends across the lateral side of the 
tonsillar bed to enter the palatoglossus. 

Uvulae. Branches from the lesser palatine nerves 
were traced into this muscle but no branches from 
the pharyngeal plexus could be traced to it. The 
lesser palatine nerves, usually two in number, de- 
scend from the sphenopalatine ganglion to emerge 
through the small foramina at the posterior border 
of the bony palate. They pass posteriorly to the soft 
palate medial to the pterygoid hamulus. The phar- 
yngeal plexus is composed of branches from the 
glossopharyngeal nerve, the pharyngeal branch of 
the vagus, and twigs from the sympathetic chain. 

The other specimens studied collaborated the 
presented findings. 

Surgical repair of a cleft palate may damage the 
nerve to the tensor palati and also those to the 
uvula. This could have some detrimental effect on 
the efficiency of closure of the nasopharyngeal 
isthmus. 

The nerves to the palatoglossus, palatopharyn- 
geus, and lesser palati muscles do not enter the oper- 
ative field. Joun R. Linpsay, M.D. 
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Parathyroid Adenoma. Samuret F. MarsHAtt and 
Timotny A. Lampuier. Surg. Clin. N. America, 
1951, 31: 849. 

It appears that the early recognition and the early 
treatment of hyperparathyroidism may be placed on 
a sound clinical basis so that the residual effects of 
the disease will no longer be the criteria of diagnosis 
for this disease. 

The embryology of the parathyroid structures is 
emphasized. The parathyroids from the third bran- 
chial cleft develop in relation to the thymus gland, 
and those from the fourth, in relation to the lateral 
thyroid anlage. This explains why the mature in- 
ferior parathyroids originally from the third cleft are 
sometimes closely related to the thymus gland and 
why the superior parathyroids from the fourth cleft 
are related to the thyroid gland itself. Displaced 
adenomas of the inferior parathyroids can be located 
objectively by tracing their arterial supply from the 
inferior thyroid arteries. 
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Pathologically, there are four main lesions: (1) 
discrete, nonfunctioning adenoma, (2) cystic degene- 
ration within an adenoma, (3) hyperfunctioning 
adenoma, and (4) malignant changes of the parathy- 
roid glands. An additional lesion consists of hyper- 
plasia of all four parathyroids, which is usually 
secondary to increased physiological demands, as in 
prolonged chronic nephritis or vitamin D deficiency, 
Adenomas are composed of chief cells, whereas water 
clear cells (wasserhelle cells) are found in the hyper- 
plastic glands. Parathormone controls the level of 
calcium ions and phosphate ions in the blood. It 
mobilizes the skeletal calcium, giving rise to hyper- 
calcemia and hypercalciuria. The organic fraction of 
calcium is not influenced by parathormone. Re- 
duced serum proteins rarely mask a hypercalcemia. 
There is no adequate explanation for the develop- 
ment of osteitis fibrosa cystica in some cases, whereas 
simple decalcification takes place in others. In osteo- 
porosis, the blood phosphatase is normal, whereas 
with marked cystic bone changes the phosphatase 
blood levels are elevated. Furthermore, the blood 
phosphatase in patients having renal complications 
is normal. Renal stones result from supersaturation 
of the urine with calcium. When there is severe renal 
failure, the excess calcium is then excreted by the 
large bowel. Dental roentgenograms are often an aid 
in the diagnosis of hyperparathyroidism. The lamina 
dura bordering the tooth sockets are generally dis- 
eased. It is well known that dangerously lower blood 
calcium levels occur 48 hours after parathyroidec- 
tomy and especially in those patients with extensive 
bone disease. 

The symptomatology of hyperparathyroidism can 
be grouped under the following: (1) symptoms result- 
ing from hypercalcemia—hypotonia, chronic consti- 
pation, lassitude, muscle weakness, cardiac arrhyth- 
mia, and occasional slow pulse, (2) symptoms related 
to the skeletal system such as pain in the bones and 
joints, spontaneous fractures, cysts in the long bones 
and skull, deformity of the long bones, and deform- 
ities of the spine and thorax, and (3) symptoms 
caused by the transportation and excretion of cal- 
cium, such as renal complications, polyuria, poly- 
dypsia and enuresis, nocturia and dysuria. 

Astatistical analysis of 22 patients with proved hy- 
perparathyroidism who were treated by surgery re- 
veals that 19 were female and 3 were male, and their 
ages averaged 47.9 years, ranging from 18 to 74 years. 
Five gave a past history of renal stones. It appears 
that the most frequent complication of hyperparathy- 
roidism is some form of renal lithiasis. The statement 
is made that approximately to per cent of all patients 
with renal stones have hyperfunctioning parathyroid 
glands. Eighteen patients had complaints relating 
to the skeletal muscle system for an average dura- 
tion of 4.2 years. Two registered complaints after 


_tooth extractions. Of this group, 12 had complaints 


referable to the lower extremities. Low backaches 
occurred in 4. One patient presented a nonfunction- 
ing adenoma removed incidentally with a substernal 
goiter. One patient complained of the loss of 28 
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pounds in 1 year. She had been distressed with 
polyuria, polydipsia, and constipation. One patient 
had previously had laparotomy for constipation 
which was due to overactivity of the parathyroid 
adenoma. Another complained of constipation of 12 
years’ duration. Muscular weakness was a notable 
complaint in 2 patients. Forty and nine-tenths per 
cent of the patients complained of weight loss which 
averaged 19.2 pounds. Nineteen patients presented 
osteitis fibrosa cystica or osteoporosis. Those who 
had no bone changes had complaints of weight loss 
and constipation. Pathological compression fractures 
of the vertebrae were noted in 4. One patient had 
vertebral epiphysitis. Pitting or mottling of the 
skull was present in 7 patients. Loss of subdural 
membranes, spotty decalcification, or absence of the 
lamina dura was observed in 5 patients. Punctate 
calcification about renal papillae or calcinosis of 
renal parenchyma was found in 2 patients. 

In these 22 patients the blood calcium level ranged 
from 11.4 to 17.2 mgm. per cent, with the exception 
of one in which it was 9 mgm. per cent. Depression 
of the blood phosphorous level was not consistent. In 
7 cases this level was normal. The alkaline phos- 
phatase level was elevated in all but 2 patients. The 
Sulkowitch test, a qualitative test for urinary cal- 
cium, showed elevation of the calcium in all but 2 
instances. 

Identification of the normal parathyroid glands is 
important when search is being made for the ade- 
noma. In this series, the majority of the parathy- 
roids occurred near the inferior poles of the thyroid, 
in 11 cases on the right side and in 5 on the left, with 
the 3 other cases presenting them near one or the 
other of the superior poles of the thyroid. The blood 
calcium level fell postoperatively as low as 6.5, but 
usually varied from 8 to 9 mgm. per cent. Usually 
postoperative tetany is anticipated by the admini- 
stration of calcium lactate, calcium gluconate, para- 
thormone, tribasic calcium phosphate, and drisdol. 

Davip Movitz, M:D. 


Internal Laryngocele. W. FRANKLIN KeErm and 
Rosert G. Livincstone. Ann. Otol. Rhinol., 1951, 
60: 39. 


Air sacs arising from the larynx are rare anoma- 
lies. Larrey, in 1829, noted cystic, air-filled tumors 
in the necks of blind men employed to make calls 
to prayer from the temple towers of Egypt and 
ascribed the progressive voice impairment of these 
men to these tumors. The first air sac in man was 
exhibited by Bennett in 1865. Virchow, in 1867, re- 
ported the occurrence of unusual degrees of dilata- 
tion of the ventricles of the larynx, which he desig- 
nated as laryngoceles. 

Two cases are described in this report. The first 
was that of a 57 year old male who complained of 
intermittent hoarseness for 3 months. By indirect 
laryngoscopy, a smooth, nonulcerated swelling, 3 
cm. in diameter, was discovered in the region of the 
left aryepiglottic fold, which bulged into the cavity 
of the larynx and into the pyriform sinus. Puncture 
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of the tumor led to its immediate collapse. Subse- 
quent roentgenograms confirmed the clinical im- 
pression of a laryngocele. A tracheostomy was done 
preliminary to extirpation of the laryngocele but 
cardiac and pulmonary complaints prevented fur- 
ther surgery. 

The second case was that of a 54 year old male 
complaining of dyspnea and hoarseness for 16 
months. He had undergone therapeutic irradiation 
because of the possibility of laryngeal cancer. For 
1 month after irradiation improvement seemed to 
occur. By indirect laryngoscopy, a smooth, non- 
ulcerated tumor, from 4 to 5 cm. in diameter, was 
discovered; it filled the left pyriform sinus and en- 
croached upon the lateral pharyngeal wall. A roent- 
genogram confirmed the diagnosis of laryngocele. 
Preliminary tracheostomy was done through a low 
midline incision under local anesthesia. Then under 
intravenous pentothal, a transverse incision was 
made in the skin at the level of the upper margin of 
the left thyroid cartilage from the midline to the 
infrahyoid muscles, which were then split longi- 
tudinally to expose the thyroid cartilage. The peri- 
chondrium was incised and the posterior third of the 
cartilage was dissected free and amputated. At this 
point the bulge of the laryngocele could be seen 
through the thyrohyoid membrane, and, to facilitate 
matters, the left wing of the hyoid bone was re- 
moved (after the infrahyoid muscles were reflected 
downward). The laryngocele was then exposed by 
an incision through the thyrohyoid membrane and 
carefully dissected free from the aryepiglottic fold, 
the larynx not being entered. The neck of the sac 
entered the larynx from above rather than from be- 
hind so that a V-shaped section was excised from the 
superior edge of the thyroid cartilage. The wound 
was then closed in layers and a small Penrose drain 
was inserted; this drain was removed the following 
day. Healing was uneventful. The tracheostomy 
tube was removed on the ninth day and the patient 
was discharged. The gross specimen showed a very 
narrow tract which entered the sac tangently and 
admitted a small probe. The sac was lined by 
psuedostratified columnar epithelium. 

Air sacs arising higher than the upper border of 
the thyroid cartilage were arbitrarily defined as 
pathologic by Virchow. Distention of these cavities 
follows appreciable increase in the intraglottic pres- 
sure resulting from various causes, such as coughing, 
excessive and violent use of the voice, glass blowing, 
and the playing of wind instruments. Extension of 
the sac to the tissues of the neck may be aided by 
weakness of the thyrohyoid membrane. Edema of 
the orifice of the sac may contribute to its distention 
and also to its subsequent infection. 

These air sacs appear to arise as the extensions of 
a saccule or diverticulum of the ventricles of the 
larynx. They are placed anteriorly so that they arise 
vertically to occupy a pocket between the thyroid 
cartilage and the base of the epiglottis. The ven- 
tricle is a deep, elliptical recess placed horizontally 
between the vocal cord inferiorly and the ventricular 
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band above, with a narrow slitlike aperture between 
these two structures. These pouches are lined by 
ciliated, pseudostratified, columnar epithelium. Em- 
bryologically, the ventricle and its saccule have been 
identified as early as the eighth week of fetal life as 
active outgrowths from the larynx. The saccule ap- 
pears to lose its capacity for further growth by the 
sixth year but the ventricles acquire a deeper cavity, 
— adult proportions approximately 2 years 
ater. 

Laryngoceles are classified as internal, external, 
and combined internoexternal, according to the re- 
lationship of the sac to the thyrohyoid membrane. 
If they are entirely within the membrane, they are 
internal. If they are present in the neck at about the 
level of the hyoid bone, they are external and can 
be observed by external scrutiny of the neck. If 
they can be observed both by laryngoscopy and by 
external examination, they are of the combined 
type. The conversion of the internal into the com- 
bined type is simply an extension of the internal 
type. In view of the rarity of the laryngocele and 
the almost universal existence of factors which cause 
a rise in intraglottic pressure, one must presuppose 
the anlage of a laryngocele in these patients. The 
most frequent symptom is the impairment of the 
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voice, such as hoarseness or even aphonia. Coughing 
may be prominent, and later in the course of the 
disease, dyspnea may become prominent even to the 
point of asphyxiation. In both of the cases re- 
ported, the patients constantly emitted a sound like | 
a belch before beginning to speak. This was attrib- 
uted to compression of the sac by voluntary con- 
traction of the pharyngeal constrictors. The possi- 
bility of asphyxia and infection in the sac requires 
serious consideration of these swellings. In the diag- 
nosis, gentle pressure on the external or combined 
type will cause it to collapse; it will fill again in 
variable periods of time subsequently. Compressi- 
bility of the swelling is also noted by indirect laryn- 
goscopy when it is touched with the tip of the 
laryngoscope or of the probe. X-ray studies will fre- 
quently establish the diagnosis and, finally, aspira- 
tion leads to immediate collapse of the sac. This is 
pathognomonic. 

Relief of urgent dyspnea may require puncture of 
the sac under laryngoscopic observation. Imminent 
asphyxiation may demand immediate tracheostomy 
or laryngeal intubation. In the presence of infection 
only the relief of dyspnea is indicated. Total extir- 
pation of the sac is indicated later, as previously 
outlined. Davip Movitz, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Cerebrovascular Accidents; Surgical Management 
with Particular Reference to Massive Intra- 
cranial Hemorrhage. E. S. GurpjiAn and J. E. 
WEBSTER. Arch. Surg., 1951, 62: 724. 


The authors present an analysis of 11 cases of 
cerebrovascular disease in patients with massive 
intracranial hemorrhage who were treated surgically. 
Five patients were under 40 years of age and 6 were 
over 50 years of age. The initial symptoms were gid- 
diness, vomiting, unconsciousness, hemiplegia, hemi- 
paresis, or homonymous hemianopsia. Later, head- 
ache became a prominent symptom. The cerebro- 
spinal fluid pressure was moderately or mildly ele- 
vated in the majority of cases and the fluid was 
bloody in all but 1 case. Routine roentgenograms 
of the skull showed a mild pineal shift in one case. 
Angiography was performed in 10 of 11 cases. This 
lateralized the lesion in 7 patients, and in 2 patients 
angiomatous abnormalities were demonstrated. The 
authors feel that anterior supratentorial lesions are 
well lateralized by angiography, but this procedure 
may be misleading in diagnosing abnormalities in the 
posterior third of the head. Angiography was usually 
performed 2 or more days after onset of the disease, 
but if the patient’s condition was poor it was de- 
ferred. At operation, 7 patients were found to have a 
hematoma in the temporoparietal occipital area, 2 
had lesions in the frontal lobe, and 2 had lesions in 
the parietoocciptal region. In 8 cases a trephine hole 
was used to evacuate the clot, but in 2 of these an 
osteoplastic craniotomy was performed later for re- 
moval of an angioma and for control of hemorrhage, 
respectively. Apparently, in the 3 other cases osteo- 
plastic craniotomy was used initially to accomplish 
transcortical incision and evacuation of the clot. 
Eight of the 11 patients were regarded as improved 
after operation, the condition of 1 patient was un- 
changed, and 2 died. 

The authors propose the following steps in the 
management of patients who have suffered cerebro- 
vascular accidents: (1) an accurate history of present 
and past illness; (2) neurologic examination for 
localization of the lesion, followed by roentgeno- 
graphic and electroencephalographic examination; 
(3) lumbar puncture with a record of spinal fluid 
pressure, and examination of fluid for cell count, tot- 
al protein, and serology; (4) if disability is static for 
24 hours on conservative management and: the pa- 
tient’s condition permits, percutaneous angiography 
is used to identify the type and location of the iesion; 
(5) if a diagnosis of cerebral thrombosis is establish- 
ed, repeated stellate blocks may be used; (6) if mas- 
sive intracerebral hemorrhage is identified, evacua- 

_ tion by trephine may be first attempted, and instilla- 
tion of diodrast or thorotrast may be used to outline 
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the extent of the collection roentgenologically; (7) if 
signs of increasing intracranial pressure continue or 
if evacuation by trephine is not adequate, removal of 
the lesion by appropriate exposure through craniot- 
omy may be necessary; (8) the surgical removal of a 
lesion which may cause repetition of the bleeding is 
worth while; (9) rehabilitation should be begun as 
soon as possible in the hospital. 

It would, of course, be considered an error of sur- 
gical judgment to undertake to excise a lesion when 
profound disability or death appear to be the almost 
certain sequelae. Ricuarp C. ScHNEWER, M.D. 


X-ray Visualization of the Falx Cerebri, Tentorium 
Cerebelli, and the Basal Venous Sinuses (Falco- 
tentoriographie et sinusographie basale). J. TALAIR- 
acH, M. Davin, H. Fiscucotp, and J. ABOULKER. 
Presse méd., 1951; 59: 724. 

Injection of 35 per cent diiodine (an organic com- 
pound, opaque to roentgen rays) into the superior 
longitudinal sinus enables visualization of the falx 
cerebri, the tentorium cerebelli, and several venous 
sinuses. 

Injection of the iodine compound into the 
posterior third of the superior longitudinal sinus 
permits vizualization of that sinus, the confluens 
sinuum, and the transverse sinus; the right trans- 
verse sinus is much more markedly filled than the 
left, but compression of the right jugular vein is 
followed by a clear picture of the left transverse 
sinus also. The blood is then drained into the in- 
ternal jugular vein. Under physiologic conditions, no 
collateral veins with cortical veins are noted. 
Obliteration of a transverse sinus can easily be de- 
tected. 

By a delicate technique, it is even possible to in- 
ject diiodine directly into the veins of the falx. It 
is possible to reach these at about the level of the 
coronal suture, where some greater falx veins orig- 
inate from the superior longitudinal sinus; it is 
necessary to inject the compound immediately into 
one of these veins. This is followed within a few 
seconds by excellent visualization of the falx cerebri 
and the tentorium cerebelli, with normal drainage 
into the internal jugular vein. Changes of the posi- 
tion of these structures and of the straight sinus give 
positive information on the supratentorial or infra- 
tentorial localization of a tumor. Congestion of the 
basal veins, as seen on roentgen rays, and communi- 
cation of the congested tentorial veins with the op- 
tical veins gives an explanation for the papilledema 
which occurs in the presence of these tumors. 

Lastly, the injection of diiodine into the anterior 
part of the superior longitudinal sinus enables, under 
pathologic conditions (obstruction of the superior 
longitudinal sinus posterior to the injection site), 
complete visualization of the frontal and basal 
veins. X-ray reproductions give a good impression 
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of the excellent pictures that can be obtained with 
this technique, which seems to be a valuable addi- 
tion to the diagnosis and localization of venous 
obstructions and brain tumors. : 
GERTRUDE J. VAN Eck, M.D. 


The Present State of Surgery for Epilepsy (Etat 
actuel de la chirurgie de ge J. GUILLAUME, 
em. hép. Paris, 1951, 


G. Mazars, and Y. Mazars. 
27: 871. 

In this article the authors review the various 
surgical procedures undertaken to treat epilepsy. 
Surgical treatment depends on the accurate cortical 
localization of a lesion and the reproduction of the 
convulsions by electrical stimulation of the cortex at 
the site of the suspected lesion. The authors con- 
sider about 20 per cent of all epileptic patients 
amenable to surgical intervention. To a large extent 
they follow the technique devised by the Montreal 
Neurological Institute in localizing the epileptogenic 
zone by repeated electrocorticography. They differ- 
entiate between the epileptogenic focus, the epilep- 
togenic zone, and the region of cortical facilitation. 
They state that the epileptogenic focus is the point 
of greatest facilitation within a more diffuse epilep- 
togenic zone. Oftentimes removal of one focus may 
bring other foci in evidence which also need to be 
resected. The authors advise a cortical resection 
which should be as atraumatic as possible and rec- 
ommend that the pia arachnoid with its vessels be 
left intact so as to cover the operative defect and 
prevent the formation of a new epileptogenic scar. 

Indications for operation are multiple attacks 
which cannot be fully controlled by medical treat- 
ment. The patients must also have an electroen- 
cephalographic focus even though clinically they 
may not show signs of focal convulsions. The re- 
sults were considered good or excellent in 64 per cent 
of 32 patients. In general, very good results were 
obtained in cases of epilepsy of insular origin. A 
certain number of patients continued to have occa- 
sional convulsions which could easily be controlled 
with barbiturates but were not controllable by drugs 
preoperatively. Most of the failures were considered 
due to inadequate cortical resection and they were 
usually observed in cases of severe congenital en- 
cephalopathies. GrorcE Perret, M.D. 


A Fluorochrome Vital Stain of Brain Tumors by 
Atebrine, a Helpful Diagnostic Method During 
Operation (Die vital Fluorochromierung von Hirn- 
tumoren mit Atebrin als diagnostisches Hilfsmittel 
bei hirngeschwuelst Operationen). RICHARD 
ScHUETZE and Ernst Kiar. Chirurg, 1951, 22:166. 


The affinity of atebrine as a vital stain to tumors 
was accidentally detected by Schuetze while experi- 
menting with sarcoma and carcinoma in rats. After 
the feeding of atebrine, a yellowish discoloration of 
the tumor was visible on gross inspection, and fluor- 
escence could be demonstrated with the ultraviolet 
lamp. This vital stain with fluorochrome seemed 
suitable for practical application and for the purpose 


INTERNATIONAL ABSTRACTS OF SURGERY 


of detecting any neoplastic spread of brain tumors 
by continuity. Atebrine in a dose of 0.1 gm. was 
given by mouth, preoperatively, three times a day 
for a period of 4 to 5 days after a localizing ven- - 
triculogram had been done. In this dosage the ate- 
brine produced no harmful side effects, and no dis- 
coloration of the skin or sclerae was observed. In 
children this dose was reduced to 1 to 2 tablets per 
day. In order to demonstrate the fluorescence, the 
operating room must be darkened and the operative 
field must be dry. It is essential that adaptation to 
dark is perfect. The tumor can be distinguished from 
the surrounding brain tissue by its yellowish-green 
fluorescence. The dura of the brain or spinal cord, 
ligaments, tendons, and scars are all characterized 
by a whitish-blue self fluorescence which is not 
connected with atebrine, 

The method was successfully applied in 8 patients, 
6 with brain disease and 2 with spinal cord lesions, 
Four adult patients had 2 meningiomas, 1 poly- 
morphonuclear glioblastoma, and 1 astrocytoma of 
the brain, respectively; 2 children suffered from an 
oligodendroglioma and a cystic tumor of the brain, 
respectively. The histologic diagnosis of the latter 
was equivocal and it remained undecided whether 
the lesion was a tuberous sclerosis or a tuberous form 
of multiple sclerosis. 

One adult patient had an intramedullary glioma 
of the spinal cord between T-7 and T-9; it was 
diagnosed by autopsy 2 months after the interven- 
tion. The tissue removed during the operation was a 
cyst and a few cherry sized pieces of myelomalacic 
tissue, which did not permit of histologic diagnosis at 
that time, but which gave a weak effect of fluores- 
cense. At autopsy this tissue was verified as having 
been removed from the marginal parts of the pri- 
mary lesion. 

The other adult patient with a spinal cord tumor 
between T-2 and T-5 did not present the effect of 
tumor fluorescence, but only the whitish-blue self- 
fluorescence of connective tissue. Although a frozen 
section of the thickened ligamentum flavum sug- 
gested sarcoma, this diagnosis could not be confirmed 
on sections of the imbedded specimen; the diagnosis 
of granulant tissue with abscess was made, which 
corroborated the absence of tumor fluorescence. 

While the atebrine method is valuable in the 
diagnosis and operation of brain tumors, it fails to 
disclose whether the lesion is benign or malignant. 
Although it is known, from the work of Lewis and 
Goland (1948), that the presence of amino groups 
within the acridin structure is essential for the 
stain, no explanation can be made for the storage of 
atebrine in the tumor tissue. Ernest Bors, M.D. 


The Basilar Hematoma. A Special Form of In- 
tracranial Posttraumatic Hematoma (Une forme 
particuliére d’épanchement traumatique  intra- 
cranien, l’hématome basilaire.) JEAN GUILLAUME 
and JEAN PEecKER. Presse méd., 1951, 59: 345- 


The authors report 5 interesting cases of basilar 
hematoma associated with craniocerebral injuries 
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and meningeal irritation. The most important symp- 
toms of basilar hematoma are paralysis of the ocu- 
lomotor nerve and psychic disturbances. The symp- 
toms may appear early following trauma or usually 
several days later. The psychic disturbances consist 
of confusion following the state of coma, and are 
associated with psychomotor agitation which is usu- 
ally very pronounced. Severe metabolic disturb- 
ances and cachexia may also occur. Unilateral mo- 
tor disturbances and disc changes are inconstant and 
may be seen occasionally. 

The diagnosis of the syndrome of basilar hema- 
toma is confirmed by ventriculography. Ventriculo- 
grams suggest the presence of a tumor of the tem- 
poral pole and show a displacement of the third 
ventricle with amputation or elevation of the tem- 
poral horn of the lateral ventricle. The treatment of 
such hematomas is surgical. The authors recom- 
mend a burr hole in the lower temporal region en- 
larged with rongeurs so as to permit visualization of 
the space between the dura mater and the floor of the 
middle fossa. The hematomas may be extradural or 
subdural. Of the 5 cases reported, 4 were extradural 
and only 1 presented the hematoma in the subdural 
space. All of the patients recovered from their third 
nerve paralysis and their psychic state improved 
rapidly. GrorcE Perret, M.D. 


SPINAL CORD AND ITS COVERINGS 


The Biology of the Nucleus Pulposus. 
Sytvén. Acta orthop. scand., 1951, 20: 275. 


The author gives a brief progress report on the bio- 
logic status of the intervertebral disc. The tissues 
were studied with the electron microscope and vari- 
ous fractionation procedures. One of the great 
problems is the metabolism of the disc. It is unknown 
how metabolism is maintained and how nutrition is 
carried to various parts of the gel-like nucleus pulpo- 
sus. There are two main structures of the healthy 
nucleus pulposus. The chondrocytelike cell bodies 
and the intercellular matrix. The matrix consists of 
(1) collagen fibrils, (2) a polysaccharide component, 
(3) a protein component attached to the polysac- 
charide, and (4) water which comprises about 83 per 
cent. 

There is a normal progressive degenerative change 
in the disc of man which starts at about the third 
decade. This consists in a gradual decrease in the 
number of cells with a loss of the gel structure. 

Jack I. Wootr, M.D. 


Contrast Medium Examination of the Interverte- 
bral Discs of the Lower Lumbar Spine. Otor 
Perey. Acta orthop. scand., 1951, 20: 327. 


The results of contrast medium examination of the 
lumbar intervertebral disc spaces in 35 patients are 
described. The fourth and fifth lumbar discs were 
punctured in all of the cases, and in 2 of them the 
third lumbar disc was also pierced. Lindblom’s 
method was used. The patient lies in the prone posi- 
tion and a double needle is inserted several centi- 
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meters from the midline of the body under roent- 
genoscopy so that the point of the outer needle lies 
in the ligamentum flavum; then the inner needle 
continues through the dura and into the disc. Two 
cubic centimeters of 35 per cent umbradil is then 
injected and roentgenograms are taken. The con- 
trast medium is no longer visible 12 hours after the 
injection. 

It is emphasized that none of the patients exam- 
ined with the double needle suffered any ill effects, 
but 7 of those examined with a normal spinal needle 
had sequelae. Five of the latter patients had head- 
aches (1 of these also had vomiting attacks) and 2 
had temperature elevations (one lasting for 6 days). 
One patient had a contrast medium examination of 
the fourth and fifth lumbar discs and was operated 
upon for a prolapsed fourth disc. Two months later 
he died of peritonitis following a ruptured appendix. 
At autopsy the fifth disc, which had been examined 
previously but not operated upon, was removed and 
examined. Microscopically, there was no necrosis 
and the injection canal was filled with fibrous tissue. 

It is interesting to note that among the 35 patients, 
the author found 6 who had severe lumbago without 
sciatica but with a disc prolapse. Four of these 
underwent aeromyelography and 3 of them had 
negative roentgenological findings. 

Twenty of the 35 patients examined were oper- 
ated upon and in all but 3 the roentgen diagnosis 
agreed with the operative findings. The author 
believes that puncture of the discs is a valuable pro- 
cedure as a complementary examination to the 
myelography. Emphasis is placed on the type of 
pain reported by the patients at the time of exami- 
nation. Some get lumbago pains when the posterior 
longitudinal ligament is touched with a needle at the 
level of the disc which is causing the patient’s dis- 
comfort. This pain is carried by the “sinovertebral 
nerves” described by Wiberg. Other patients de- 
velop sciatic pain upon injection of the disc, and this 
is believed to be due to the filling out of a disc hernia 
by the contrast medium. 

RicHarpD C. ScHNEDER, M.D. 


Lumbar Myelography with Water Soluble Contrast 
Medium in Cases of Disc Prolapse. FoLKe 
Knutsson. Acta orthop. scand., 1951, 20: 294. 


This report is based upon the use of a water solu- 
ble contrast medium by the name of “abrodil” ‘in 
goo lumbar myelograms taken in the period from 
1945 to 1949. Since abrodil is definitely an irritating 
material, it is used only in a 20 per cent solution, and 
in view of the irritation, it is necessary to perform 
the procedure under spinal anesthesia. It is appar- 
ently quite important that the patient be placed in 
a lateral position with the side of the suspected 
lesion downward but with the head of the patient 
slightly elevated to prevent the possibility that too 
much of the medium extends above the lumbar level. 

The usual technique is to use about 8 or 10 c.c. of 
abrodil after anesthesia has been obtained. During 
the examination one must be extremely careful to 
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prevent the contrast medium reaching above the 
lumbar area. Although the patient can be turned on 
the opposite side, the contrast is usually not as good 
because, even in the short period of time that the 
medium remains on one side, the main part of it 
apparently remains on the initial side. After the 
procedure the patient must lie horizontally in bed 
for at least 24 hours. 

Complications may vary from slight headaches to 
shock with short periods of unconsciousness and 
epileptiform cramps. It is stated that the latter 
usually pass over quickly. 

Although the disadvantages of this procedure are 
apparently recognized by the author, he nevertheless 
believes that the superiority of the x-ray films, the 
water solubility of the dye, and the complete absorp- 
tion of the latter, gives this procedure a definite 
advantage over procedures using other contrast 
media. I. Wootr, M.D. 


Observations Concerning Disc Fenestration in Dogs. 
StEN-Er1k Otsson. Acta orthop. scand., 1951, 20: 
349. 


Intervertebral disc protrusion in dogs is discussed, 
and the similarities to, and differences from, the con- 
dition in human beings are noted. Disc protrusion 
and degeneration occurs mainly in chrondrodys- 
trophic breeds. Since the dog’s spinal cord extends 
to the seventh lumbar vertebra, disc protrusions 
almost invariably cause spinal cord or combined 
cord and root compression. Myelography in dogs is 
performed with thorotrast, and forced drainage of 
cerebrospinal fluid is carried out after myelography. 
Disc protrusions cause remissions of symptoms pre- 
viously diagnosed as myalgia and rheumatism. 
Exacerbations and remissions of symptoms are fre- 
quent, and there is a tendency toward spontaneous 
healing. The severity of the symptoms and signs 
seems to be proportioned to the rapidity of develop- 
ment rather than to the size of the protrusion, and 
neurological changes tend to disappear if further 
nuclear material can be prevented from herniating 
into the spinal cord. 

The author uses a fenestration operation first dis- 
cussed by Lindblom. The method consists of making 
an opening outside of the vertebral canal, extending 
it through the annulus fibrosus down to the nucleus 
pulposus, and scooping out nuclear material. Any 
remaining nuclear material tends to herniate through 
the fenestra instead of into the spinal canal. 

Of 29 dogs operated on for cervical, thoracic, and 
lumbar disc herniation, 25 recovered, 2 were not bene- 
fited, 1 dog had slight residual paresis, and 1 died 
during operation. Howarp A. Brown, M.D. 


The Technique and Results of Diagnostic Disc 
Puncture and Injection (Discography) in the 
Lumbar Region. K. LinpBiLom. Acta orthop. 
scand., 1951, 20: 315. 

The author injected intervertebral discs with 
radiopaque medium in 150 cases in an attempt to 
establish the diagnosis of low back pain. The tech- 


nique used was to measure the distance from the 
skin to the disc center along the line of the spinous 
processes. A double needle was then inserted so that 
the outer needle entered the spinal canal and the 
inner needle penetrated the center of the disc. A 
mixture of 2 c.c. of 35 per cent perabrodil (diodrast) 
and 0.5 c.c. of 5 per cent novocain was injected. 
The patient lay in the prone position. Under local 
novocain infiltration the needle was inserted under 
the fluoroscope through the skin and underlying 
muscles. When the needle reached the posterior 
longitudinal ligament and the posterior surfaces of 
the disc the patient had pain in the back at the level 
of the puncture. If the disc was normal the pain was 
mild, but in pathological cases it was severe, like 
when an abscess was touched. This pain radiated for 
a short distance along the adjacent part of the spine. 
A painful longitudinal ligament or disc surface indi- 
cated that an abnormal disc was being entered, 
Finally, the inner needle was forced into the disc 
center, but this caused no pain. The diodrast-novo- 
cain solution was then injected. The cavities of a 


normal disc were entirely filled with % c.c. but a 


ruptured disc required more solution. 

Distention of a normal disc produced a pain simi- 
lar to mild low back pain, but distention of a rup- 
tured disc reproduced the patient’s usual low back 
and sciatic pain. The patient should therefore be 
carefully questioned as to the type and location of 
the pain during injection. 

In the normal discogram there were two dye- 
filled spaces, one along the upper, and the other 
along the lower, vertebral margin. These layers out- 
lined the nucleus and did not project into the 
annulus. The normal appearance was like that of a 
“collar button.” 

In the pathological discogram there was a projec- 
tion of dye into the annulus or through the annulus 
to the outside of the disc from either the upper or 
lower layers. In complete perforation the dye spread 
outside of the disc posteriorly or posterolaterally. 


Some of the technical problems are listed. It is - 


important that the needle be in the center of the disc 
when the injection is made for there may be degen- 
erated cavities within the annulus which do not 
communicate with the spaces in the nucleus. Dis- 
tention of these discs causes only slight low back 
pain and is misleading. If a disc operation is per- 
formed by the posterior approach between a first 
and second puncture it is necessary to check the 
puncture depth again. Injection of too much dye 
may cause confusion in the pictures and prevent 
accurate evaluation of the discogram. Objections 
have been made to disc puncture because of sup- 
posed secondary destruction and rupture of the 
discs. However, discs which were punctured during 
the first operation and then operated upon again did 
not show any rupture or protrusion at the second 
operation. 

The author does not believe that disc puncture 1s 
such an innocuous method that it should be used in 
every case of low back or sciatic pain, but he feels 
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that it gives better information than myelography. 
He believes the latter method should be used 
secondarily to rule out caudal tumors. 
There is no mention of the degree of accuracy of 
localization or of the occurrence of complications. 
RicHarpD C. SCHNEIDER, M.D. 


On Disc Protrusion in the Dog (Enchondrosis In- 
tervertebralis). Sten Erik Otsson. Acta orthop. 
scand. 1951, Supp. 8. 


The frequency of degenerative changes and her- 
niation of the intervertebral discs in dogs and the 
course of this disease as compared with that in man 
are of great interest. The author has made a very 
thorough study of this condition at the Royal 
Veterinary College in Stockholm. He was able to 
study the records of 149 dogs and found that, just 
as in the human being, the condition was charac- 
terized by a tendency toward spontaneous healing. 
However, there was also a tendency toward frequent 
recurrence resulting in paraplegia. It should be 
noted that since the spinal cord in the dog extends to 
the seventh lumbar vertebra, the neurologic signs 
are much more severe than would be expected in 
man. 

Recurrences are not necessarily due to the in- 
volvement of multiple discs but rather to the pro- 
trusion of the involved disc by degrees. It is be- 
lieved that the spinal cord may become adapted to 
certain degrees of pressure but that further protru- 
sion or rapid protrusion will result in more severe 
neurologic signs. Roentgenologic studies revealed 
the following changes: calcification of the protru- 
sion, reduced space between the surrounding verte- 
brae, calcification of the disc, and marginal deposit. 
on the surrounding vertebrae. Only the first of these 
changes, however, could alone be termed diagnostic 
for a herniated disc. 

Myelography was felt to be exceedingly reliable 
in the diagnosis. Although various contrast media 
pn used, thorotrast was considered the best ma- 
terial. 

Twenty-eight dogs with herniated discs were 
operated upon by a new method devised by Lind- 
blom and called ‘disc fenestration.” The operation 
permits the removal of the nucleus pulposus by a 
lateral or anterior approach and hence the spinal 
canal is not entered. This was particularly appro- 
priate in dogs since the spinal cord extends past the 
level of the usual area of a herniated disc and the 
operation of laminectomy is much more difficult to 
perform. The results of operation were most gratify- 
ing, and many of the dogs were markedly benefited 
by the operation. The dog owners stated that the 
dogs were better than they had been for a consider- 
able length of time even antedating the more posi- 
tive period of the protrusion of the disc. This, of 
course, would imply that the pathologic disturb- 
ances in the disc were of a chronic nature and that 
degenerative changes undoubtedly were present be- 
fore the actual herniation took place. It is realized 
that in the presence of large extrusions of the inter- 
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vertebral disc, the operation of fenestration may not 
give as good results. Jack I. Wootr, M.D. 


Technique of Lumbar Puncture and Anesthesia in 
Surgical Interventions on Ruptured Discs. 
Cart Hrrscw. Acta orthop. scand., 1951, 20: 357. 


The author describes his method of anesthesia for 
operation on herniated lumbar discs. He uses com- 
bined local infiltration and spinal anesthesia. Instead 
of inserting the lumbar puncture needle between the 
spinous processes, he places the needle a short dis- 
tance lateral to the processes and passes it through 
the ligamentum flavum between the laminae. The 
needle is angled slightly mesially. He states that 
with this method it is easier to perform a puncture 
with the patient in the prone position. ; 

Howarp A. Brown, M.D. 


PERIPHERAL NERVES 


Traumatic and Operative Paralysis of the Brachial 
Plexus (Pardlisis operatorias y traumAticas del plexo 
braquial). H. MALosETTI and A. FERRARI FORCADE. 
An. Fac. med. Montev., 1950, 35: 1165. 


The author discusses the mechanism of brachial 
plexus palsy occurring during traumas, obstetrical 
delivery, and anesthesia. Despite definite knowledge 
about this palsy, it is on the increase since the ad- 
vent of curare and indirect methods of transfusion, 
mostly because of negligent compression on the 
supraclavicular area, or extreme abduction, exten- 
sion, external rotation, or internal rotation of the 
arm. This palsy is predominantly motor and recov- 
ery is usually spontaneous and complete. 

Median nerve palsy occurs on the operating table 
when the arm is allowed to hang and there is com- 
pression between the humerus and the edge of the 
table. The mechanism, according to the author, con- 
sists in a combination of pressure and traction on the 
nerve with varying intensities of either, resulting in 
partial ischemia of a portion of the nerve. Involve- 
ment of the sensory component along with the motor 
denotes a tardier recovery of muscle function with 
probable slight atrophy. Generally, in a mixed nerve, 
the vulnerability of its fibers is in direct proportion 
to the diameter; therefore, the greater susceptibility 
of the motor component. In some cases there results 
fissure of the perineurium with herniation of the 
axis cylinders which results in grave degeneration. 

To establish the type of lesion, the authors resort 
to chronaxia studies, and to reaction of conductibili- 
ty and electromyography. The phenomenon of re- 
percussion of Bourguinon has value in following the 
evolution and establishing the prognosis of the 
lesions. MIGuEL Drosinsky, M.D. 


Histologic Changes in the Spinal Nerve Roots of 
Patients Operated Upon for Sciatica. OLov 
and Bror Rexep. Acta orthop. scand., 
IQ5I, 20: 215. 


The authors review the literature pertaining to the 
pathological changes in spinal nerve roots in cases of 
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sciatica. They also describe the findings in 10 pa- 
tients operated upon for sciatica from whom biopsies 
of the dorsal roots and ganglia were taken (these 
included just a small portion of the root and 
ganglion). 

Five patients had definite disc protrusions. Of 
these, 2 had histologically normal roots, 2 showed 
hyperplasia of the perineurium, and 1 patient 
showed severe hyperplasia of the perineurium with 
a slight inflammatory reaction. Of the 5 patients 
in whom no disc protrusion was found, 2 showed 
degeneration of the nerve fibers, 1 patient had a 
normal root, 1 showed hyperplasia of the perineu- 
rium, and 1 showed inflammatory changes. 

The authors believe that while most of these his- 
tological changes are probably due to root compres- 
sion by a disc protrusion, some of them, especially 
the inflammatory reactions, arise from other causes. 

Howarp A. Brown, M.D. 


SYMPATHETIC NERVES 


Changes in the Sympathectomized Extremity with 
Anesthesia. Davitt A. FELDER, ROBERT R. LIn- 
Donatp P. Topp, and CATHERINE BANKS. 
Surgery, 1951, 29: 803. 

Gangrene developing immediately after sympa- 
thectomy for peripheral vascular disease has been 
noticed for some time. Not all of the instances were 
due to operative and postoperative fall in the blood 
pressure. It is generally understood that there is 
release of vasomotor tone with ether anesthesia. 
However, anesthetists and surgeons have noticed 
cold sweating extremities in patients under deep 
ether anesthesia. 
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This apparent paradox was observed in 84 patients 
of whom 66 were considered to have had valid study, 
The patients undergoing sympathectomy for arterj- 
osclerosis were between 50 and 70 years of age. The 
control patients were of the same age group, under- 
going procedures of similar magnitude, but they 
presented no question of arteriosclerosis. The skin 
and rectal temperatures were recorded electrically 
during the procedures. They had previously been 
recorded and the recording was continued through- 
out a 2 or 3 hour postoperative period. Constant 
conditions were maintained with appropriate record- 
ings of the general condition of the patient. Signifi- 
cant drops in the blood pressure invalidated the re- 
cordings as well as any other significant change in 
the constants. 

In the criterional cases, 74 extremities were sub- 
jected to conditions necessary for lumber sympa- 
thectomy, in which ether was used in 57 instances 
and spinal anesthesia in 17; 47 control extremities 
were used. The conclusion was reached that there 
was a significant drop in the skin temperature both 
during the ether and the spinal anesthesia. Previ- 
ously, sympathectomized extremities were more 
susceptible to such decreases. Ether anesthesia was 
more likely to produce the change than spinal anes- 
thesia. It was suggested that the sympathectomized 
extremities appeared to be more vulnerable because 
of greater sensitivity of the peripheral ganglia which 
had been produced by the denervation. This pro- 
vides a possible means of dealing with gangrene in 
the sympathectomized extremity. 

The article contains tables and charts, an inter- 
esting discussion and a good bibliography. 

ADRIEN VER BRUGGHEN, M.D. 
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CHEST WALL AND BREAST 


Abnormal Nipple Discharge as a Providential Symp- 
tom (L’écoulement anormal par le mamelon symp- 
téme providentiel). MicHEL VERHAEGHE and 
GavuTIER. Rev, fr. gyn. obst., 1951, 46: 84. 


There is a general agreement that discharge from 
the nipple is not a clinical entity. This concept is 
supported by the authors’ findings in 26 cases. They 
do not believe that distinction between sanguinous, 
milky, yellow, or green discharge is of clinical im- 
portance. The character of the discharge may change 
in the same patient. 

Usually the condition is observed between the 
ages of 35 and 50 years. 

In one group of cases a clinically benign tumor 
may be discovered. It is usually a dendritic intra- 
canalicular papilloma, in the immediate vicinity of 
the nipple or the areola. The tumor is small, mobile, 
not adherent to the skin or subjacent tissues, and 
not accompanied by axillary adenopathy. The dis- 
charge always derives from the same excretory duct. 
Sometimes an adenofibroma or the nucleus of chron- 
ic mastitis may be responsible for discharge from the 
nipple. Such formations are usually deeply seated, 
rather voluminous, and fairly well circumscribed. 
Reclus’ polycystic disease may also produce abnor- 
mal discharge from the nipple. 

In another group of cases a malignant tumor of 
the breast is detectable. Such formation may be due 
to degeneration of a dendritic intracanaliculartumor, 
and is recognizable by adherence to the nipple, in 
addition to other typical signs of cancer. In other 
instances a primary carcinoma of the breast is found. 
A rare cause of bleeding nipple is a secondary de- 
generation of Paget’s disease. 

The authors estimate that in the group in which a 
bleeding nipple is accompanied by a palpable tumor, 
the latter is benign in 60 per cent of cases and malig- 
nant in 4o per cent of casese 

Finally, there is a group of cases in which a bleed- 
ing nipple but no tumor is found. In this group 
periodic examinations and watchful waiting are 
condemnable because galactography and surgical ex- 
ploration after injection of a dye allow early detec- 
tion of minimal lesions. Hypertrophy of the breast 
and mastoses attributable to endocrine dysfunction 
form the bulk of cases in this group, although gen- 
eralized ectasia of galactophorous canals is not in- 
frequently found to be the source of bleeding. Mul- 
tiplicity of orifices from which blood escapes is 
characteristic of this lesion. 

In rare instances microscopic examination of the 
discharge may reveal malignant cells. Galactography 
after injection of lipiodol is of minor importance if a 
tumor is palpable, but is indispensable when this is 


-not the case. Injection of methylene blue into the 


galactophorous duct from which the discharge 


escapes facilitates excision of the offending duct and 
entire corresponding segment of the breast. If the 
duct which is the source of discharge cannot be 
identified, monthly clinical examinations are im- 
perative. Josepu K. Narat, M.D. 


Papilloma of the Lacteal Ducts of the Breast; Re- 
port of 100 Cases. Samurt F. MARSHALL and 
Rosert W. Marcum. Surg. Clin. N. America, 1951, 
31: 869. 

Because of the serious potentialities of spontane- 
ous recurrent discharge from the nipple of the non- 
lactating breast, a review of 100 cases seen at the 
Lahey Clinic between July, 1930 and January, 1950 
was considered opportune. There were 99 female 
patients and 1 male patient in the group. The most 
frequent complaint was the discharge from the 
nipple. This discharge was bloody in 44 cases and 
serous in 27. In the absence of a palpable tumor, 
intraductal papilloma was the outstanding diagnosis 
and treatment was surgical. This treatment con- 
sisted in the introduction of a cambric needle into 
the opening of a dilated duct from which the dis- 
charge issued, and a radiating incision was made 
over the needle. In some cases mastectomy was done. 

It was seen that parity and the menstrual status 
had little influence on the development of papilloma, 
but carcinoma occurred in a significant percentage of 
the cases regardless of the type of discharge, and 
obligated the surgeon to prove the nature of the 
lesion and treat it accordingly. 

STEPHEN A. ZrEMAN, M.D. 


Castration and Androgenic Hormonal Therapy in 
Primary Cancer of the Female Breast and in Its 
Metastases (Castration et hormonothérapie andro- 
géne dans le cancer primitif du sein de la femme et 
dans ses sabniaana). V. Costa. Gyn. obst., Par., 
IQ5I, 50: 125. 

The author reports the results of castration and 
testosterone therapy in a series of 22 cases of breast 
carcinoma at the Hospital Maggiore, Milan, Italy. 
In 15 of these, the therapy was applied to influence 
existing metastases; in 7 other cases no metastases 
were observed at the time of mastectomy, but the 
general condition, the duration of the disease, and 
the histologic findings were such as to make the 
prognosis unfavorable, and treatment was instituted 
to prevent possible metastases. The dosage of the 
testosterone propionate was 10o mgm. given intra- 
muscularly every other day for 30 injections. 

. The results of the treatment varied considerably. 
In 7 of the 15 patients with existing metastases con- 
siderable improvement, with resorption of the metas- 
tases, was observed. Treatment in 1 case in which 
multiple large metastases had been present at the 
femur, tibia, fibula, ischia, and in several ribs, was 
particularly effective. After ovariectomy and testos- 
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Full Thickness of ) 
Nipple, Skin, Fat and 
Gland to be Excised 


Fig. 1 (Tamerin). Case 1. Technique of the full thickness 
wedge resection with the apex of the wedge in the center 
of the nipple and the base in the submammary fold. a, 
Front view with patient erect; b, view from below. In the 
insert the breasts are shown as they appear unsupported. 
In the larger figure (b) the breasts have been elevated by 
the assistant (not shown) so as to expose the submammary 
region. The complete resection in the submammary region 


terone treatment, all the lesions disappeared and 
the patient was in good condition 21% years after the 
treatment. In other cases the treatment did not seem 
to have any effect. 

Of the second group of 7 patients without metas- 
tases, 5 remained in good health for at least 2 years. 
In the 2 remaining patients metastases developed 
in spite of the prophylactic treatment. 

In a number of cases, severe arthropathies of 
endocrine origin developed after the castration. This, 
however, cleared up gradually under physiotherapy. 

WERNER M. Soxmirz, M.D. 


Fig. 2 (Tamerin). Case 2. Technique of the supra- 
areolar skin excisions. Note that the areola is included in 
the excision so as to reduce its size. 


is shown as though it were planned preoperatively and 
excised as a definitive procedure. Actually, however, the 
vertical section of the wedge is excised as a definitive step, 
the horizontal triangles of tissue being excised later, after 
the edges have been approximated to determine how much 
tissue can be removed without tension on the suture line. 
c, Wound closed on the left, the appearance of the flaps 
shown on the right. 


A Mammaplastic Procedure. JosrpH A. TAMERIN. 
Plastic & Reconstr. Surg., 1951, 7: 288. 


Mammaplastic techniques are variations of 2 
basic principles: the first, a reduction of the cone 
of the breast tissue with transposition of the nipple 
undetached from the mammary gland and the skin 
draped to fit; and the second, a reduction of the 
skin, adipose, and glandular tissue of the breast with 
complete detachment of the nipple from its original 
site and its transplantation to a higher level. 

The author presents a new technique which re- 
sembles the transposition technique in that the 
nipple is at all times attached to the breast gland. 
It is unlike the transposition technique in that the 
skin of the upper part of the breast is not separated 
from the gland, so that the vascularity of the flaps 
from which the breast is to be formed is undisturbed, 
and in this respect it resembles the free nipple 
transplantation technique. 

The operation is performed in the sitting position 
with the sternal notch exposed as a landmark so 
that measurements can be checked whenever nec- 
essary. The operation consists of two parts. In the 
first procedure, a full-thickness wedge of skin, fat, 
and gland is resected. The wedge is based on the 
submammary fold, with its apex in the nipple. This 
part of the operation produces a pyriform breast 
with some elevation of the nipple. The pear shape 
of the breast is corrected by the second part of the 
operation which consists of a split-skin excision in 
the supra-areolar region. The sensory nerves lying 
deep to the dermis are not disturbed, and the sensi- 
bility of the nipple remains intact. 
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In each of the author’s series of 6 cases primary 
healing has occurred. Two case reports are given. 
Jacos T. BRADsHER, JR., M.D. 


TRACHEA, LUNGS, AND PLEURA 


Lung Function Studies; The Effect of Pneumonec- 
tomy on Respiratory Dead Space. Warp S. 
FowLer and S. BLAKEMORE. J. Thorac. 
Surg., 1951, 21: 433. 

With pneumonectomy, part of the bronchial tree 
is removed; however, there is disagreement about 
the effect of pneumonectomy on the volume of the 
respiratory dead space. 

Measurements of the respiratory dead space in 
patients before and after pneumonectomy are pre- 
sented. Eight patients were studied after pneu- 
monectomy for pulmonary neoplasm; 7 were also 
studied a few days preoperatively. All patients were 
in a semi-reclining position in bed. 

The effect of pneumonectomy on the volume of 
the respiratory dead space is not easily predictable. 
Apparently, various changes can diminish or en- 
large it. The dead space, as measured, represents the 
volume of inspired air which remains in the conduct- 
ing airway, and does not contribute to dilution of 
alveolar gas. This volume is affected by the anatomic 
volume of the conducting airway, and by the extent 
of gaseous diffusion between terminal bronchioles 
and alveolar spaces. Prolongation of inspiratory 
time results in a smaller dead space, presumably be- 
cause the peripheral boundary of pure inspired gas 
recedes up the bronchial tree. 

Partial resection of the bronchial tree would tend 
to reduce the dead space. Since it has been estimated 
that about 45 per cent of the volume of the conduct- 
ing airway is below the tracheal bifurcation, one 
might expect a 20 to 25 per cent reduction with 
pneumonectomy. The mean change observed post- 
operatively was a 17 per cent reduction. 

Three subjects showed no change. Four male pa- 
tients showed significant reductions. The mean post- 
operative values for dead space and dead space/ 
tidal volume fraction were similar to control values 
for elderly men. SAMUEL Kann, M.D. 


Bronchiectases in Children Caused by Primary 
Tuberculous Infection; 30 observations (Les 
bronchectasies consécutives a la tuberculose de 
primo-infection chez l’enfant; A propos de 30 ob- 
servations personnelles). M. JEuNE, C. Béraup, P. 
and J. NorMAND. Sem. hép. Paris, 
1951, 27: 1442. 

To investigate the incidence of bronchiectases in 
the course of primary tuberculosis in children, 
bronchograms with lipiodol were taken in a series 
of 47 cases. These included 26 fistulas from a lymph 
node which had perforated into the bronchial lu- 
men, and 21 cases of homogeneous condensation. 
In 30 of these 47 cases bronchiectases were found. 
The bronchogram was preceded in all cases by 
bronchoscopy to determine the nature of the lesion. 
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The age of the children varied from 3 to 15 years. 
Clinical symptoms of bronchiectasis were not present 
in any of the subjects. To avoid the risk of activa- 
tion of the primary infection by the contrast medi- 
um, an interval of at least 4 months was left between 
the discovery of the lesion and the execution of the 
bronchogram. No untoward reaction from the 
lipiodol was observed in any case; on the contrary, 
in some cases the authors were under the impression 
that the substance helped to restore the permeability 
of the bronchus. 

The authors arrive at these conclusions: 

Development of bronchiectasis in primary pul- 
monary tuberculosis is quite frequent; the incidence 
is estimated at about 80 per cent in cases with per- 
foration of a lymph node into the bronchus and in 
cases of retroactive condensation. 

These bronchial dilatations are latent and do not 
cause clinical symptoms until much later, if ever. 
Mostly they are tubular, rarely ampullary, and al- 
ways unilateral. The sites of predilection are the 
middle lobe, lingula, the anterior and external seg- 
ments of the right upper lobe, and the posteroapical 
segment of the left upper lobe. 

The pathogenesis is not certain. Many workers 
believe that stenosis of the bronchus and atelectatic 
collapse of the surrounding lung tissue are the main 
cause. Their theory is that in atelectasis the negative 
intrapleural pressure is not diminished by the inter- 
polated lung tissue but acts with its full force 
directly on the bronchial] wall, and thus produces 
dilatation of the bronchus. However, the authors 
do not believe that these purely mechanical agents 
account for the whole story. They think that other 
contributory factors are retention of the bronchial 
secretion caused by damage of the ciliary movement 
of the epithelium, secondary infection, and trophic 
and circulatory disturbances. 

The dilatations are irreversible. They may, how- 
ever, remain silent indefinitely. On the other hand, 
after a longer or shorter interval, the symptoms 
and signs of typical bronchiectasis may develop, 
especially in the lower and middle lobes. 

No special treatment is indicated. It would be 
wrong to do any prophylactic surgery only on the 
basis of the bronchographic findings because rela- 
tively few cases ever develop to clinical significance. 

WERNER M. Sotmirz, M.D. 


Bronchogenic Carcinoma: Analysis of 94 Cases. 
Joun D. Stenstrom. Canad. M. Ass. J., 1951, 64: 
409. 


Ninety-four patients with proved bronchogenic 
carcinoma admitted to the hospitals in Victoria, 
British Columbia, have been analyzed and studied. 
Eighty-two of the patients were males and 12 were 
females. In about 70 per cent of the cases the con- 
dition occurred between the ages of 50 and 69 years. 

The right main bronchus is the commonest site of 
origin, followed by the left upper and then the right 
upper bronchus. The average period between the 
first symptom and a positive diagnosis was 7 months. 
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In only 60 per cent of the cases was the disease 
diagnosed by the end of 6 months. The symptoms 
varied, and included cough, chest pain, hemoptysis, 
loss of weight, and malaise. From their study, the 
authors conclude that the diagnosis of bronchogenic 
carcinoma is too long delayed. There are several 
factors involved in this delay, the first of these be- 
ing that the patient tends to disregard his early 
symptoms, and the second, that the physician does 
not suspect and look for the condition. Carcinoma 
of the lung is probably the most frequently occur- 
ring cancer in man today, and all physicians should 
suspect its presence when confronted with the 
clinical syndrome. 

Most carcinomas arise in the large bronchi so that 
it is not until late that secondary changes in the 
lungs can be detected in the roentgenogram. Bron- 
choscopy is a most important means of diagnosis and 
should be utilized early. The examination of sputum 
and bronchial washings for cancer cells is also im- 
portant, and represents a great advance in the 
diagnosis of lung cancer. The final aid to diagnosis 
is an exploratory thoracotomy. 

The author concludes that the cure rate can be 
substantially improved only by earlier diagnosis and 
earlier presentation of the patient for pneumonecto- 
my. Ety Extiotr Lazarus, M.D. 


Bronchial Carcinoma (Ueber das Bronchialkarzinom). 
F. SrroEBE and A. WALPERSDORF. Deut. med. 
Wschr., 1951, 76: 437. 


A review of 103 cases of bronchial carcinoma shows 
that a dry, obstinate cough in a man over 40 years 
of age should be viewed with suspicion. 

Pulmonary complications superimposed upon the 
tumor not infrequently obscure the picture. Atypical 
incipient pneumonia, lung abscess without a history 
of preceding pneumonia, or grippe may serve as 
examples of such conditions. 

Loss of weight may not be observable even in ad- 
vanced stages. Bronchoscopy has a great diagnostic 
value. Among 70 cases of cancer of the bronchi the 
authors were able to establish the correct diagnosis 
by bronchoscopy in 54. If this method fails to fur- 
nish satisfactory results, tomography should be 
employed. The latter method is important from 
the therapeutic point of view because demonstration 
of glandular metastases in the chest precludes an 
operation. Bronchopulmonary and _paratracheal 
degenerated glands can usually be visualized. 

Bronchography represents the third valuable diag- 
nostic method. Extensive anesthesia of the lesser 
bronchi for the prevention of cough is essential for 
reliable results. Aqueous iodine compounds are 
decidedly preferable to oil suspensions. Potassium 
iodide is administered for 3 days preceding the test, 
in order to detect sensitivity to iodine. The method 
should not be employed in the presence of active 
tuberculosis, renal disease, or toxic goiter. 

Angiocardiopneumography represents the newest 
diagnostic procedure. Aqueous iodine compounds 
are administered intravenously for this purpose. 


Papanicolaou’s stain may be employed for the 
detection of tumor cells in pleural exudate, sputum, 
or exudate aspirated with a bronchoscope. 

Joseru K. Narat, M.D. 


A Lobectomy in Argentina in the Year 1922 b 
Enrique Finochietto (Una lobectomia en la Ar- 
gentina en el Afio 1922 por Enrique Finochietto). 
J. Horacio REsANO and RosBerto A. GArriz, 
Prensa méd., argent., 1951, 38: 883. 


This is an interesting historical review of the de- 
velopment of thoracic surgery in Argentina. The 
evolution of lobectomy is traced through the crys- 
tallization of the three fundamentals—asepsis, hemo- 
stasis, and anesthesia. Considerable credit is ac- 
corded Enrique Finochietto as a great teacher and 
pioneer in thoracic surgery. The authors recount the 
clinical details of a 40 year old patient with pul- 
monary carcinoma, on whom Finochietto performed 
a lobectomy under local anesthesia in 1922. The 
patient succumbed to atelectasis from bronchial 
secretions on the fourth postoperative day. The 
surgical technique described is regarded as a signi- 
ficant contribution. Tuomas LANE STOKEs, M.D. 


Obstructive Emphysema with a Defect of the An- 
terior Mediastinum; Report of a Case. James E. 
— Wis J. Potts. J. Thorac. Surg., 1951, 
21: 438. 


The third proved case of complete absence of the 
anterior mediastinum, of congenital origin, is re- 
ported. ‘The anterior mediastinum represents the 
midline partition persisting after expansion of the 
parietal pleurae ceases. With the onset of breath- 
ing at birth, the lungs distend with air, assume a 
more anterior position, and press and narrow the 
anterior mediastinum. The anterior and central 
position of the middle lobe make it more vulnerable 
to herniation through a mediastinal defect. 

In the case reported, it is highly probable that the 
herniation of the middle lobe through the anterior 
mediastinal defect resulted in kinking of the middle 
lobe bronchus, with subsequent gradual develop- 
ment of massive obstructive emphysema. At oper- 
ation, the right middle lobe was removed. The 
anterior mediastinum was not closed. The infant 
did well. SamuEt Karn, M.D. 


HEART AND PERICARDIUM 


The Symptomsand Physiopathology of Congenital 
Operable Cardiopathies (Clinique et physiopath- 
ologie des cardiopathies congénitales opérables). J. 
—— and R. CHARLIER. Acta chir. belg., 1951, 

upp. I. 


This comprehensive treatise starts with a descrip- 
tion of the newer methods of studies of congenital 
cardiopathies. The chapters which follow deal with 
tetralogy of Fallot, tricuspid atresia with nonfunc- 
tioning right ventricle, transposition of large blood 
vessels, patent ductus arteriosus, coarctation of the 
aorta, and pulmonary arteriovenous aneurysms. The 
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last mentioned condition has been included because 
its clinical and physiopathologic aspects have much 
in common with certain congenital cardiopathies. 
The following diagnostic methods are described, 
and their clinical applications discussed: angiocardi- 
ography, catheterization of the heart and the large 
blood vessels, oxymetry or measuring the oxygen 
content of the blood under experimental conditions, 
and determination of the coefficient of oxygen utiliza- 
tion on effort. While in normal individuals physical 
effort raises oxygen consumption and pulmonary 
ventilation, a decline of the coefficient of utilization 
of oxygen may occur under pathologic conditions. 
Various operable cardiopathies, mentioned above, 
are described and illustrated with numerous roent- 
genograms, electrocardiographs, diagrams, and ta- 
bles. The symptomatology, methods of study, differ- 
ential diagnosis and prognosis are discussed in de- 
tail, but only an outline of the surgical procedures is 
furnished. Joseru K. Narat, M.D. 


Arteriovenous Fistula of the Lung; Report of 4 
Cases, Including an Acyanotic One. Haratp A. 
SALVESEN and FREDRIK MARSTRANDER. Acta med. 
scand., 1951, 139: 167. 

Wilkins (1918) first described the postmortem 
findings of multiple aneurysm in the lungs of a young 
girl who clinically had shown a marked cyanosis, 
clubbed fingers, and small telangiectases of the lips 
and tongue. She had also had a systolic thrill and a 
loud systolic murmur in both axillas. Rodes (1938) 
first aroused the interest of clinicians in the condi- 
tion. Smith and Horton (1939) first diagnosed the 
condition clinically, Hepburn and Dauphinee (1942) 
reported the first cure by pneumonectomy, and 
Jones (1943) successfully treated a case by local 
resection. 

The authors report 4 cases of arteriovenous fistula 
of the lung, 1 of them in a man of 37 and 3 cases in 
women of 25, 21, and 42 years, respectively. The 
diagnosis was established by planography in 3 pa- 
tients and confirmed by successful operation in the 
man. The condition was diagnosed retrospectively 
in the fourth patient, a woman of 21 (who in 1934 
had obtained the unsatisfactory diagnosis of morbus 
caeruleus), as no heart disease could be found. The 
original case report contained all the characteristic 
signs of an arteriovenous fistula of the lung including 
a characteristic roentgenogram. 

In addition to the cyanosis, polycythemia, clubbed 
fingers, and normal heart and spleen, the first patient 
had hemangiomas of the lips, skin, the nasal mucosa, 
and probably of the central nervous system, as he 
died from subarachnoid hemorrhage 214 years after 
operation. In 1 of the patients, the woman of 42, 
the cyanosis, polycythemia, and clubbing of fingers 
were absent and the heart was found to be enlarged 
on routine x-ray examination. The cause of this 
enlargement was suggested to be the increased pres- 
sure in the artery proximal to the fistula which was 
possibly due to stricture or thrombosis. 

W. Foster Montcomery, M.D. 
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ESOPHAGUS AND MEDIASTINUM 
The Pathology of Experimentally Produced Lye 
Burns and Strictures of the Esophagus. Lewis 
H. BosHer, Jr., THomas H. Burrorp, and LAUREN 
ACKERMAN. J. Thorac. Surg., 1951, 21: 483. 

This article is a critical approach to the rationale 
of dilatation treatment for stricture of the esopha- 
gus. Dogs were used as experimental animals. When 
lye solutions were introduced into the anesthetized 
animal, the substance caused hemorrhagic gastritis 
which killed the animal in 24 hours. As a result, a 
laparotomy was performed, the cardia of the stom- 
ach was ligated, and the lye solution was introduced 
into the lower esophagus through a catheter. From 
Io to 15 c.c. of a 10 per cent lye solution were per- 
mitted to contact the esophagus for approximately 
60 seconds. 

The pathologic events following a fresh lye burn 
in the dog are rather constant. They consist chiefly 
of edema and congestion, principally of the sub- 
mucosal layer; inflammation of the submucosa and 
thrombosis of its vessels; sloughing of the superficial 
layers; necrosis of the muscularis in varying degrees; 
organization and fibrosis on the internal surface of, 
and within, the muscularis; and delayed re-epitheli- 
zation. Bacterial invasion may play a significant, 
although by no means a decisive, role in the patho- 
genesis of the lye burn and stricture. For this 
reason antibiotic therapy should be given early and 
intensively. Re-epithelization is a slow process, 
particularly when the slough has been extensive. 
Re-epithelization permits the subsidence of chronic 
inflammation and maturation of the granulation 
tissue. Complete rest of the esophagus may be 
advisable to facilitate and hasten this phase of the 
repair, thus minimizing the production of scar tissue. 

In view of the necrotic and inflammatory phase 
observed during the first week after the burn, early 
dilatation seems illogical and, if vigorously em- 
ployed, is almost certain to intensify the damage and 
delay the reparative processes. 

It was concluded that the evaluation of delayed 
dilatation must await further investigation. 

STEPHEN A. ZieMAN, M.D. 


The Mechanical Strength of Esophageal Anasto- 
moses. R. W. PosTLETHWAIT, MILTON WEINBERG, 
L. B. Jenkins, and S. BROCKINGTON. Ann. 
Surg., 1951, 133: 472. 

The esophagus, when sutured to the stomach, to 
the small intestine, or to itself, is said to heal less well 
than a gastroenterostomy or an enteroenterostomy. 
The reasons given are: (1) the esophagus lacks a 
serosa to aid in immediate sealing of the suture line; 
(2) the external longitudinal musculature holds 
sutures poorly; (3) the blood supply is comparatively 
meager; and (4) movement on respiration and swal- 
lowing prevents the rest period so conducive to 
healing. Relatively few studies have been done 
pertinent to the sealing ability and mechanical 
strength of the suture line in esophageal anasto- 
moses. 
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The following investigation was undertaken: vari- 
ous types of anastomoses were done in dogs (esopha- 
goesophagostomy in the lower third .without 
resection, end-to-end esophagogastrectomy with re- 
section of from 4 to 6 cm. of esophagus and closure 
of the cardia, end-to-end ileoileostomy with closure 
of the cardia, and end-to-end ileoileostomy without 
resection). Anastomoses were performed with suffi- 
cient mobilization to prevent undue tension. Two 
groups were used. In the first a continuous No. o0000 
chromic catgut suture on an atraumatic needle was 
used for the mucosa and submucosa. The outer 
muscle was sutured with simple interrupted No. 0000 
black silk. In the second series simple interrupted 
silk sutures were used in both layers. No clamps 
were employed. Tests of strength of the anastomoses 
were made at intervals from immediately after the 
surgery to 12 days after operation. With 1 exception 
no breakdown of the suture line occurred and no in- 
fections were found. 

Breaking point determinations were made by re- 
moving a 1o-cm. segment and attaching this to the 
end of a pressure system with a strong silk tie. The 
air was displaced by water and the opposite end was 
clamped. In the first series pressure was applied to 
the column of water by the introduction of air in 5 
c.c. increments at 5 second intervals. In the second 
series oxygen from a tank was injected at the rate of 
1 liter per minute. In both series a U-tube mercury 
manometer was attached. With a few exceptions, 
disruption of the segment took place at the suture 
line. In the small intestinal anastomoses, during the 
8 and 12 day studies, 3 ruptured at points other 
than the suture line, but on retesting the same speci- 


mens, 2 leaked at lower pressures at the suture line. 

The end-to-end esophageal anastomoses and end- 
to-end enteroenterostomies heal at similar rates. An 
initial rise in strength is followed by a decrease after 
24 to 48 hours and then a gradual increase up to 12 


days. The esophagogastric anastomoses show a 
longer lag period with the greatest weakness 4 days 
after operation, and then a gradual rise in strength 
which is not as great as in the other types of anas- 
tomosis. The use of interrupted silk sutures for the 
inner layer generally resulted in greater strength of 
the suture line than continuous catgut sutures. 

Of considerable interest was the ability of the 
esophageal anastomosis to seal and withstand con- 
siderable pressure as soon as the seal was completed. 
The highest reading, immediately after operation, 
when many small sutures were used was 82 cm. of 
mercury, and when the usual number of sutures 
were used the highest reading was 60 cm. With half 
as many sutures, the average was 12.4 cm. 

C. FREDERICK KittLe, M.D 


Posttraumatic Emphysema of the Mediastinum 
(O enfisema do mediastino pés-traumftico). Mario 
Vianna, José Pinto, and Mauricio Roca. Rev. 
brasil. cirurg., 1951, 21: 47. 

Mediastinal emphysema following trauma to the 
thorax has become increasingly important in the 
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last few years so that today it is of marked clinica] 
interest. The authors discuss in detail the etiology 
and physiopathology of this entity and include a 
thorough literary review and excellent bibliography, 
From the records of the surgical service of Getulio 
Vargas Hospital in Rio De Janeiro they collected 
151 cases of posttraumatic mediastinal emphysema, 
Of these they reviewed 23 cases, which were followed 
for at least 4 years, and presented ro well chosen 
histories emphasizing the surgical and radiological 
aspects. Tuomas LANE STOKEs, M.D. 


Mediastinal Tumors and Their Operative Treat- 
ment (Ueber mediastinaltumoren und ihre opera- 
tive Behandlung). K. H. Bauer. Deut. med. 
Wschr., 1951, 76: 597. 


Operations on the thoracic organs differ from 
operations in other regions of the body in that the 
function of the lungs, the heart, and the large blood 
vessels must be maintained during the procedure, 
while the function of the extremities or of the pelvic 
organs is, to a great extent, suspended during the 
course of the operation. 

The author advocates local anesthesia to avoid 
the harmful effect of ether on the lungs and to fa- 
cilitate expectoration during the operation. 

He institutes a pneumothorax from 1 to 2 weeks 
before removal of a mediastinal tumor to allow the 
body to adapt itself to a diminished respiratory sur- 
face and to changes in the circulation. Suction is 
employed after the operation to eliminate accu- 
mulated blood and pleural exudate, and to restore 
the physiologic hypotension. 

If a long procedure is expected or the patient is a 
child, local anesthesia cannot be employed. In 
such a case the author performed the operation in 
several stages until intratracheal intubation was in- 
troduced, which permits extirpation of the tumor 
in one stage. Josepu K. Narat, M.D. 


MISCELLANEOUS 


Tracheotomy, a Useful Procedure in Thoracic 
Surgery, with Particular Reference to Its Em- 
ployment in Crushing Injuries of the Thorax. 
B. Notanp CARTER and JEROME GrusEFFI. J. 
Thorac. Surg., 1951, 21: 495. 


Although tracheotomy is one of the oldest known 
surgical procedures, its usefulness in thoracic surgery 
has not been hitherto emphasized, nor have its 
physiologic effects upon the respiratory mechanism 
been adequately investigated. The authors’ interest 
in tracheotomy was stimulated by the strikingly 
successful results of its use 2 years ago in the treat- 
ment of 2 patients with severe crushing injuries of 
the thorax. This procedure has continued to pro- 
duce such satisfactory improvement in patients with 
this type of injury that an investigation was under- 
taken to discover how it influences the physiologic 
status of patients in respiratory distress. 

The effects of tracheotomy fall into two main 
categories: mechanical and physiological. The for- 
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mer comprises: (1) the ability to maintain a clear 
airway by easy removal of excessive fluids or blood 
from the tracheobronchial tree, and (2) the relief of 
laryngeal obstruction resulting from edema, bleed- 
ing, or faulty functioning of the vocal cords. Scruti- 
ny of the literature has failed to reveal mention of 
the effects of tracheotomy on the physiology of 
respiration. Such effects are of true importance 
and the principal ones are: (1) a decrease in the 
amount of dead space in the respiratory tree with 
a resulting increase in effective ventilation, and (2) 
a decrease in resistance to breathing, both on in- 
spiration and expiration. 

Before discussing the clinical and laboratory in- 
vestigation, it appears desirable to state the prob- 
lems presented by crushing injuries of the thorax 
and illustrate the results obtained with tracheotomy 
by case reports. ‘Crushed chest,” ‘‘flail chest,’”’ and 
“stove-in-chest” are indefinite but descriptive terms 
applied to a variety of nonpenetrating thoracic in- 
juries characterized by multiple rib fractures which 
cause movement of a portion of the thoracic wall 
paradoxical to the normal excursions of the thoracic 
cage with mediastinal flutter. These injuries fre- 
quently result from severe compression, and are 
often associated with trauma to the extremities, 
head, or viscera of the thorax or abdomen, in variable 
combinations. Consequently, categorical analysis of 
this type of injury is difficult. A multiplicity of 
complications including hemothorax, simple or ten- 
sion pneumothorax, and ‘“‘wet lung’ may predomi- 
nate in a particular case and demand accurate sup- 
plementary therapy. There is, however, a uniformi- 
ty in the clinical picture of this type of injury. 


Respirations are short and rapid and are accom- 
panied, in the conscious patient, by great pain and 


marked apprehension. Cyanosis, high respiratory 
rate, and tachycardia further indicate respiratory 
distress. Bony crepitus and paradoxical movement 
of the thoracic wall in the affected area indicate seg- 
mental fractures of ribs. The tracheobronchial tree, 
initially dry unless the patient has associated bron- 
chial or pulmonary trauma, may become filled with 
secretions several hours after the injury. Brewer 
and his coworkers recognized this condition as a 
clinical entity and termed it ‘“‘wet lung.”’ A vicious 
circle is established by these two factors. The 
cyanosis and breathing effort resulting from para- 
doxical respiration cause the wet lung syndrome 
which, calling for greater effort, results in more 
marked paradoxical movements of the loose seg- 
ment of the thoracic wall. Because of pain, cough 
is ineffectual, and plugging of the alveoli and bronchi 
further impairs mechanical] ventilation of the lung. 
This injury is attended by a high mortality. That 
most forms of therapy are inadequate is evidenced 
by the number and variety of recommended meas- 
ures. A brief review of those most commonly pro- 
posed illustrates the confusion prevailing in the 
treatment of this condition. Dolley and Brewer 
recommended (1) morphine in doses large enough to 
control pain, (2) strapping of the thorax with ad- 
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hesive, and (3) aspiration of the trachea by catheter. 
Blades, on the other hand, emphasized the danger- 
ous reduction in vital capacity following strapping 
of the chest. Intercostal nerve block as a means of 
controlling pain was first advocated by Italian sur- 
geons in World War I and won popular acclaim 
during World War II. Numerous methods of fixa- 
tion of the loose segments of the thoracic cage have 
been proposed, such as the use of screw hooks, 
tenaculae, or wire, with or without balanced traction 
in the ribs, in the sternum, or in both. The disad- 
vantages of these methods lies in the fact that 
mechanical fixation is difficult in constantly moving 
cancellous bone. Coleman has recently recommend- 
ed that each fractured rib be immobilized by in- 
dividual wiring and pegging, a method which re- 
quires extensive surgery in critically injured pa- 
tients. Administration of oxygen under positive 
pressure has been found beneficial, but it does not 
produce striking improvement. Hagen has reported 
the use of the Drinker respirator. 

The principal aims of therapy for “crushed chest” 
are to eliminate paradoxical motion as a factor in 
inadequate respiration, to keep the tracheobronchial 
tree free of secretions, and to relieve pain. Although 
intercostal nerve block has been successful in the 
control of pain, no commonly accepted method of 
eliminating paradoxical respiration has been re- 
ported. Tracheotomy, which has hitherto been 
emphasized in the literature for the relief of laryn- 
geal obstruction, has recently been advocated as a 
useful adjunct in keeping the tracheobronchial tree 
free of secretions in patients with severe thoracic 
trauma. In the authors’ experience, tracheotomy 
has been useful in facilitating the maintenance of a 
clear airway, and this is one of its important advan- 
tages. In addition, the paradoxical excursions of the 
loose segment of the thoracic wall have been mark- 
edly decreased in each patient with a crushed chest 
treated by tracheotomy in this clinic. Pain has 
been strikingly relieved, probably as a consequence 
of lessened effort in respiration which in turn results 
from the diminished movement of the loose segment 
and from the decreased resistance to inspiration 
and expiration. As a result, oxygenation has been 
markedly improved even though there was no evi- 
dence of laryngeal or tracheal obstruction or of ex- 
cessive bronchial secretions. 

Pulmonary function resolves itself into the venti- 
latory function, which is the mechanical movement 
of air in and out of the lung, and the respiratory 
function by which is meant the diffusion of gases 
across the alveolar membrane. The influence of 
tracheotomy primarily concerns the former. Con- 
sideration of the effects of this procedure upon the 
ventilation components of pulmonary function sug- 
gests that two are of importance. These are (1) the 
reduction in volume of the dead space involved in 
the respiratory act, i.e., that of the nasal passages, 
mouth, pharynx, trachea, and bronchial tree, and 
(2) the decrease in the resistance to the inspired and 
expired air. By changing the point of entrance and 
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exit of respired air from the nose and mouth to the 
trachea just above the suprasternal notch, the dead 
space is reduced about 100 c.c. This figure was 
' determined by observations made on cadavers and 
the experiments are described in detail. 

A corollary of the more efficient functioning of the 
respiratory system resulting from the decrease in 
dead space and diminished resistance to inflow and 
outflow of the respired air is the lessened excursion 
of the loose segment of the thoracic wall. This has 
been a striking observation both clinically and in 
experimental animals. 

The beneficial effects of tracheotomy in the man- 
agement of respiratory embarrassment should be 
reflected in the oxygen saturation of the arterial 
blood. In 1 patient, before tracheotomy and while 
receiving oxygen, the oxygen saturation was 85 per 
cent with a carbon monoxide content of 29.7 vol- 
umes per cent. After tracheotomy, the oxygen satu- 
ration rose to 9o per cent despite the fact that the 
patient was no longer receiving oxygen, and the 
carbon monoxide content decreased to 27.9 volumes 
per cent. 

Whether or not these explanations of the physi- 
ological and mechanical effects of tracheotomy are 
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proper, the fact remains that in the authors’ clinical 
experience tracheotomy has been strikingly success- 
ful in the management of patients with severe 
crushing injuries of the thorax. Its use should be 
reserved for such cases, since there are many pa- 
tients with lesser degrees of injury, and even some 
with greater ones, who maintain adequate oxygena- 
tion if relieved of pain by intercostal nerve block 
and if supplied with oxygen by nasal catheter. 

Further observations and experience suggest that 
in addition to its employment in patients with 
crushed chest, tracheotomy be recommended on 
physiologic grounds in those instances in which 
“paradoxical movement” or low tidal volume are of 
serious moment. Such conditions are encountered 
(z) in cases in which too extensive rib resections have 
been performed in thoracoplasty or in the removal 
of large tumors of the sternum or ribs, and (2) in 
cases with an unstable mediastinum in the presence 
of open pneumothorax. The authors have used it 
with great success in 1 case of the latter type. 

There are 7 cases reported in detail with special 
comments. The article is well illustrated. A com- 
prehensive bibliography is included. 

Joun E. Kirxpatrick, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Surgical Treatment of Inguinal Hernia with Fascial 
Defects (Traitement chirurgical des hernies inguin- 
ales avec aplasie pariétale). Henri FrucHaup and 
Paut-RENE BrEGER. J. chir., Par., 1950, 66: 851. 


The authors present several simple “plastic” 
methods of repairing hernias which could be useful to 
surgical neophytes in addition to the classic pro- 
cedures for direct inguinal hernias with fascial de- 
fects, crural hernias, and external oblique hernias in 
the older age groups. 

The following generalizations are made: 

1 No sutures are put in muscle fibers. 

2. Sutures are placed only in tissues of good 
quality. 

3. Use is made of nonabsorbable suture material 
only. 

~ Care is taken to avoid exaggerated tension of 
sutures. 

In general, the problem concerns itself with (1) 
reconstruction of the transversalis fascia, and (2) 
reconstruction of part or all of the true pectineus 
muscle by utilization of new elements. To accom- 
plish the latter, two techniques are described in 
detail: a modified Berger operation is done wherein 
a superior linear incision is made in the internal 
oblique muscle and a fascial flap is developed; this 
flap is turned downward and sutured to Poupart’s 
ligament, the edge of which is sutured upward in an 
overlapping fashion. In the maneuver of Zimmer- 
mann, a fascial flap is developed from the inferior 
cut edge of the external oblique muscle and split at 
right angles to allow emergence of the cord; it is 
also rotated slightly medially to overlap the superior 
cut edge of the oblique muscle which in turn is 
sutured to overlap inferiorly. 

The authors believe the increased traumatism and 
complications of these maneuvers are justified by 
the improved results. Jane C. MacMiuttan, M.D. 


GASTROINTESTINAL TRACT 


Palliative Procedures in the Treatment of Juxta- 
cardial Ulcers of the Lesser Curvature of the 
Stomach (Leczenie wysoko umiejscowionych owrz- 
odzen mniejszej krzywizny zotadka zabiegami 
paliatywnymi). M. Bucwacz. Polski przegl. chir., 
1950, 22: 1012. 


Encouraged by the uniformly satisfactory results 
in 11 instances of the Kelling-Madlener palliative 
gastric resection for ulcer located high on the lesser 
curvature of the stomach, the author has been mak- 
ing a study with a view of possible further extension 
and development of this form of therapy. For this 
purpose he has further simplified the operative 
technique. This new operation, which is designated 
a sectio ventriculi transversa, has been more or less 


patterned upon Eiselsberg’s unilateral exclusion of 
the pylorus. Eiselsberg’s original technique was 
intended as treatment for duodenal ulcer but was 
later abandoned. 

The operative procedure as now used by the 
author consists essentially of a midline, supraumbil- 
ical celiotomy under local anesthesia with 4 percent 
novocain. When the abdomen is opened the region 
of the ulcer is carefully explored to exclude the 
presence of malignant degenerative changes. Then, 
distal to the level of the ulcer, the greater and lesser 
curvatures are dissected free for a short distance. 
This, of course, entails the ligation and interruption 
of the gastric blood vessels at these points (left 
gastroepiploic arteries). The stomach is then cut 
straight across between these two prepared areas 
with the surgical sewing apparatus of Petz. This 
apparatus not only shortens the time of operation 
but also preserves the sterility of the suture line— 
particularly if the electric scalpel or Paquelin cautery 
is employed for the sectioning. 

Thus, 2 gastric stumps remain: the one proximal 
and the other distal. Each stump is closed by two 
rows of interrupted or continuous silk sutures. The 
usual Billroth II gastrojejunostomy is done on the 
proximal stump (rarely is the anastomosis placed 
anteriorly), but more recently a Polya-Reichel type 
of gastrojejunostomy has been done with either a 
part of the proximal gastric section wound or the 
whole of it, but otherwise the two gastric sections 
are not further disturbed. 

The author does not like to resect the distal gas- 
tric stump; he argues, and supports his arguments by 
citations from the medical literature, that the mucosa 
of this portion of the stomach has other functions 
(the production of hormones and of neuroprotein, 
and the absorption of iron) than simply the produc- 
tion of hydrochloric acid. In fact, many of the 
patients do not have a hyperacidity and are fre- 
quently anacidic (achlorhydric). In addition the 
fact remains that the intestinal glands are able to 
produce a certain amount of hydrochloric acid. 

The chief objection to the author’s operation is 
the possibility of occult, or of subsequent, malig- 
nant degeneration of the nonexcised ulcer. In 
fact, the author believes that when the technical 
and general condition of the patient permit, the 
gastric ulcer should be radically removed. However, 
in instances in which these conditions are not pres- 
ent he believes that this operation is indicated. 

So far 8 patients have been operated upon by the 
author with the last mentioned technique without 
deaths and with immediate relief of pain, and gain 
in weight and strength. Upon the examination of 
4 patients after intervals of a month or more, the 
ulcer niche was found to have disappeared com- 
pletely, or almost completely. 

Joun W. BRENNAN, M.D 
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Surgery of the Esophagus and of the Cardia (La 
chirurgia dell’ esofago e del cardias). A. CHIATEL- 
LINO. Fracastoro, 1951, 44: I. 

Three principal developments have permitted 
the modern attack by the surgeon on diseases and 
anomalies of the esophagus or such factors involving 
the esophagus secondarily. First may be mentioned 
the better control by the anesthetist of the dynamics 
of respiration; second, the suppression of infections 
by means of sulfonamides and antibiotics; and 
last, the progress in the science of nutrition, which 
permits the patient to be brought to the operating 
table better prepared to withstand the usually long 
and shocking surgical procedures. This does not 
mean, of course, that the preoperative diagnosis 
with the careful placing of indications, the post- 
operative care, and the better understanding of the 
anatomic relations encountered are not of decisive 
importance. 

The gravest condition encountered, as a rule, is 
tumor. All types of tumor are rarely encountered in 
the esophagus with the exception of carcinoma. The 
carcinomas of the esophagus—inclusive of those of 
the cardia—represent ro per cent of all the malig- 
nant neoplasms of the digestive tract, and thus they 
are more frequent than all forms of bone tumor, and 
more common than carcinomas involving the lips, 
tongue, larynx, and the kidneys (Pack). 

Today the cancers of the cardia and lower fourth 
of the esophagus can be removed through the left 
transthoracic route as easily as through limited 
resections of the stomach; that is, the attack through 
the left chest is not significantly more dangerous 
than a simple laparotomy. The carcinomas of the 
midportion of the esophagus require a stump be- 
neath the aortic arch of at least 4 cm., otherwise 
the stump must be transposed over the aortic arch 
to the left side for anastomosis with the stomach 
or jejunum. 

Sweet: has recently developed a new method of 
surgical attack on carcinoma of the upper fourth of 
the esophagus. This consists of an intracervical 
gastroesophageal anastomosis in two sessions. 
Through the left transthoracic route the stomach is 
brought up entirely into the chest behind the hilus 
of the lung, the diaphragmatic opening is sutured 
around the duodenum, and the wound is closed. 
Later, through an incision along the anterior border 
of the sternocleidomastoid muscle, the stomach is 
brought up and united with the stump of the 
esophagus in the neck. More radical still is the 
attack on the cervical portion of the esophagus. 
Here an effort is made, when indicated, to remove 
all of the lymph glands (supraclavicular, jugular, 
and prevertebral) which are likely to be involved 
and the defect is repaired with skin flaps. In this 
operation even the larynx may be removed with the 
cervical portion of the esophagus. 

The congenital anomalies (tracheoesophageal 
fistulas and stenoses) which cannot be corrected by 
more conservative measures can now be treated 
along the same radical lines. Even the dysphagia 
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lusoria (anomalies of the aortic arch and subclavian 
vessels) and the esophageal diverticula of the 
thoracic esophagus may be easily reached by 
transthoracic surgery. Those instances of cardio- 
spasm (about 10 per cent of all the cases) which do 
not respond to conservative treatment may now be 
approached transthoracically and corrected by the 
esophagogastrostomy of Heyrowsky-Grondahl, the 
esophagocardioplasty (longitudinal incision of the 
narrowed portion, followed by transverse suture), or 
the esophagocardiomyotomy of Heller (analogous 
to the Fredet-Ramstedt operation for hypertrophic 
stenosis of the pylorus). 

Too much emphasis cannot be placed upon the 
immediate transthoracic repair of traumatic wounds 
of the esophagus and on the removal, by this route, 
of intraesophageal foreign bodies which cannot be 
taken out by the endoscopic route. 

In conclusion, the author wishes to emphasize 
that the transthoracic attack on tumors of the 
esophagus offers encouraging results which are not 
dissimilar to those obtained in the surgical therapy 
of tumors in other fields. 

Joun W. BRENNAN, M.D. 


Surgical Aspects of Esophagogastroduodenal Le- 
sions Associated with Blood Changes (Aspects 
chirurgicaux des maladies du sang et des affections 
oeso-gastro-duodénales). A. DE ScOvILLE. Acta 
gastroenter. belg., 1951, 14: Supp., 359. 


Banti’s syndrome is frequently accompanied by 
secondary anemia, leucopenia, relative or absolute 
mononucleosis, and thrombocytopenia. Splenec- 
tomy is indicated in fibrous splenomegaly without 
splenoportal thrombosis. After splenectomy a 
chronic pylephlebitis may develop into an acute 
postoperative pylephlebitis. In the presence of 
portal thrombosis it is advisable to substitute 
simple ligation of the splenic artery for splenec- 
tomy. Removal of the spleen is indicated when an 
isolated thrombosis of the splenic veins exists. 
Venography of the portal system in the course of 
the operation is of great value for the choice of the 
procedure. Portacaval anastomosis should not be 
established until patency of the portal vein has been 
demonstrated by portography. If an extrahepatic 
portal obstruction is found, splenectomy and 
splenorenal anastomosis should be considered. 

Tuberculosis of the esophagus or Hodgkin’s 
disease involving the esophagus may cause modifica- 
tions of the blood. Blood changes, frequently ac- 
companying cancer of the esophagus, are due rather 
to malnutrition than to the neoplasm itself. 

Plummer-Vinson’s syndrome is manifested by 
dysphagia and hypochromic anemia. 

Congenital diaphragmatic hernia of the stomach 
may be responsible for hypochromic anemia. This 
fact is apt to mislead the surgeon as the condition 
may be mistaken for cancer of the esophagus or of 
the cardia. The genesis of the anemia is obscure. 
The blood changes occur most frequently in women 
after they have reached the age of 50 years. Some- 
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times the coexistence of esophagogastric ulceration 
may cause anemia. 

Villous benign tumors of the stomach may be the 
source of grave anemia. Among the benign connec- 
tive tissue tumors, schwannomas are apt to produce 
hemorrhages. Gastrectomy is the method of choice 
in the treatment of such conditions. 

Polyps of the pyloric antrum as well as prolapse 
of the gastric mucosa through the pylorus may 
cause repeated hemorrhages. Excision of the 
polyp or of the redundant mucosa, supplemented if 
necessary by pyloroplasty, is the proper treatment. 

Specific granulomatosis of syphilitic, tuberculous, 
or malignant origin, as well as nonspecific inflamma- 
tory granulomatosis or pseudocancer, may provoke 
obstinate hemorrhages. Benign and malignant 
tumors of the stomach or of the duodenum are well 
known causes of secondary anemia. Lymphogranulo- 
matosis of either organ may be the hidden source of 
a severe anemia. Finally, tuberculosis or polyps of 
the duodenum may cause serious blood changes. 

Josepu K. Narat, M.D. 


Sequelae of Radical Gastric Resections; Clinical 
and Metabolic Findings in 35 Cases. R. H. F. 
Brain and F. A. R. Stammers. Lancet, Lond., 1951, 
260: 1137. 


The authors report the results of their study of the 
sequelae of total and nearly total gastrectomy for 
both cancer and nonmalignant conditions. Thirty- 
five patients were subjected to such special investi- 
gations, most of them having extensive or total 
gastrectomy for cancer of the stomach. 

It was found that following gastrectomy there was 
poor capacity for food and the dumping syndrome 
occurred frequently. There was also malabsorption 
of fat. These conditions appeared to be the cause of 
wasting and lowered weight in the patients. A high 
fat diet with multiple small meals so that fat is 
taken 8 or 10 times a day is suggested as a means 
of correcting these changes. 

The blood picture after gastrectomy revealed a 
high incidence of macrocytosis, but no evidence of 
iron deficiency was found. Vitamin-B deficiencies 
often occur, but they are easily corrected by the use 
of the vitamin and the avoidance of sepsis. 

Further investigation, especially as regards possi- 
ble defects in carbohydrate and protein absorption, 
is necessary and contemplated. 

Donatp C, Geist, M.D. 


Effects of Vagus Section with Subtotal Gastrectomy 
and Diversion of the Duodenal Secretions Into 
the Terminal Portion of the Ileum on Ulcer 
Development. James V. OLIVER. Arch. Surg., 1951, 
62: 649. 

Bilateral section of the vagus nerves does not 
prevent the development of jejunal ulcers in the 
Mann-Williamson dog. It has also been demon- 
strated experimentally that the presence of gastric 
- secretions is the important factor in the development 
of the stomal ulcer after a Mann-Williamson opera- 
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tion has been performed; no ulcer will develop if the 
entire stomach is removed, whereas subtotal gastrec- 
tomy, leaving 25 per cent of the stomach and fol- 
lowed by diversion of the duodenal secretions into 
the terminal portion of the ileum, will result in a 
high incidence of stomal ulcers. 

The present investigation was conducted to 
evaluate the effect of bilateral vagal resection com- 
bined with subtotal gastrectomy on the development 
of the jejunal ulcer which usually follows the Mann- 
Williamson operation for the diversion of bile, the 
pancreatic juices, and the duodenal secretions into 
the terminal portion of the ileum. 

The importance of the acid factor in the develop- 
ment of ulcers has been demonstrated experimentally. 
It has also been shown that vagus section produces 
a definite decrease in the amount of acid and in the 
total volume of gastric secretions. However, the 
failure of section of the vagus nerves alone or of 
subtotal gastrectomy comprising three-fourths of 
the stomach to protect against the development of a 
stomal ulcer in the Mann-Williamson dog demon- 
strated that the most important requirement which 
a satisfactory operation for the prevention of experi- 
mental ulcer must fulfill is the effectual reduction of 
gastric acidity. 

Bilateral supradiaphragmatic resection of the 
vagus nerves with removal of three-fourths of the 
stomach and restoration of the intestinal continuity 
by means of an end-to-side gastrojejunostomy and 
diversion of the duodenal secretions into the ter- 
minal portion of the ileum was accomplished in 6 
animals. None of these animals developed stomal 
ulcers and all died of inanition. 

In another group of 6 animals, the vagal resection 
followed by a subtotal (34) gastrectomy and a sub- 
sequent Mann-Williamson operation revealed that 
none of the animals exhibited jejunal ulcer and all 
succumbed to the effects of inanition. 

In the final group of 12 animals, the vagal resec- 
tion was accompanied by a minimal gastric resection 
(4), comprising only the pyloric antrum, and di- 
version of the duodenal secretion into the terminal 
portion of the ileum. Nine animals died of inanition 
and 1 animal died of intussusception; on necropsy 
no evidence of stomal or jejunal ulcer was present. 
One animal which was killed after 185 days did not 
show a stomal ulcer at autopsy. One is still alive 
more than 30 days after the final operation. 

From this experimental data, it is concluded that 
in the dog, bilateral supradiaphragmatic resection 
of the vagus nerves plus extirpation of the pyloric 
antrum will adequately suppress the gastric secre- 
tory response and result in the necessary degree of 
anacidity to prevent development of the stomal ulcer 
which usually results after gastrojejunostomy and 
diversion of the duodenal secretion, bile, and pan- 
creatic juices into the terminal portion of the ileum 
according to the method of Mann and Williamson. 
Neither vagotomy nor antral resection alone pre- 
vents the development of such ulcers. 

ORVILLE F. Grimes, M.D. 
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Experimental Study of 79 Cases Showing the Early 
Postgastrectomy Syndrome. T. J. BuTLER and 
W. M. Capper. Brit. M.J., 1951, 2: 1177. 

From 660 patients surviving partial gastrectomy 
for benign peptic ulcer 79 were carefully chosen to 
show the early postgastrectomy syndrome. The pa- 
tients were studied (a) by experimental distention 
of the jejunum with a balloon, (b) by roentgenog- 
raphy, (c) for glucose tolerance curves, (d) for the 
effect of a mercury-loaded bag in the gastric remnant, 
and (e) for the therapeutic value of splanchnic block. 

The authors conclude that the symptoms consti- 
tuting the syndrome are not all due to the same 
cause. The sensation of central abdominal fullness 
is due to the distention of the jejunum. The vaso- 
motor upset with its feelings of warmth, sweating, 
tachycardia, and palpitations were not reproduced 
by jejunal distention. The vasomotor upset could 
be completely reproduced by inert substances, that 
is, with both barium or a mercury bag in the gastric 
remnant. There was no difference in the blood sugar 
curves. The afferent loop reflux per se is not a cause 
of symptoms because the incidence of this finding 
was equal in cases with or without the syndrome. 

The syndrome can be reproduced fully by a mer- 
cury-loaded bag in the gastric remnant where the 
weight of the mercury is roughly equal to the weight 
of a meal known to produce symptoms. This test 
suggests that the weight of the gastric contents plus 
the weight of the contents of the afferent loop are 
complementary factors in the production of the 
syndrome. If the patient lies down the vasomotor 
symptoms produced by the mercury bag are 
abolished. On the other hand, posture had no effect 
on the sensation of fullness produced by balloon dis- 
tention of the jejunum. Splanchnic block suggests 
that the syndrome is mediated by the sympathetic 
rather than by the vagus nerves. 

The authors conclude that jejunal distention with 
a sensation of fullness and drag produced by the 
combined weight of the gastric and afferent loop 
contents in the erect posture lead to vasomotor 
effects. Clinical observations demonstrated that 
lying down during the attack abolishes the vasomo- 
tor symptoms within 5 minutes but the sensation of 
fullness persists for an indefinite period. 

W. Foster Montcomery, M.D. 


Colonic Replacement of the Stomach. James 
Moroney. Lancet, Lond., 1951 260: 993. 


The author presents a preliminary account of a 
unique and novel method of surgical treatment for 
peptic ulcer and persistent postgastrectomy symp- 
toms. Of 22 patients (20 with peptic ulcer and 2 
with postgastrectomy symptoms) submitted to oper- 
ation, all have made satisfactory recoveries and 
appear to have responded well to the replacement of 
the stomach by a segment of the transverse colon. 
As stated by the author, however, “the history of 
the treatment of peptic ulcer is strewn with similar 
accounts of such immediate success, .. .”” The final 
evaluation of this singular and individual surgical 
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approach must await the follow-up studies incident 
to the passage of time. 

The author discusses the effects of subtotal gas- 
trectomy and points out that this operation, while 
designed to reduce gastric acidity, seriously inter- 
feres with the more mechanical functions of the 
stomach. The properties of the mucosa of the colon 
are reviewed and the mucus protection theory of 
peptic ulceration is discussed. 

The anatomical and physiological findings relevant 
to the operation are illustrated and recorded in the 
original article. Although the author’s procedure is 
surgically a “little more extensive,” it is physiolog- 
ically “much less destructive” than subtotal gas- 
trectomy. The author believes that there are dis- 
tinct advantages in restoring continuity of the food 
canal, and in providing a stomach storage space. 
The method described achieves this in man by the 
use of a free loop of transverse colon. 

Of 22 patients submitted to this operation all are 
living and well, the longest period of follow-up 
being 5 months. Epwarp F, Lewison, M.D. 


The Recognition and Physiopathology of Intestinal 
Obstruction (Contribution 4 la connaissance de la 
physiopathologie de l’obstruction intestinale). FRAN- 
cos Hower. Acta chir., belg., 1950, 49: 702, 778. 


The author attempts to evaluate various factors 
associated with the mechanism of intestinal obstruc- 
tion. The reduction in plasma volume results in 
hemoconcentration. Dehydration is present but 
frequently masked because of the relative increase 
in intracellular fluid. Lack of the resorption of 
fluids from the intestine and inability of absorption 
of the fluids ingested, increase the lack of body fluid. 
The secretions whether vomited or retained deplete 
the sodium and chloride reservoirs. With the loss of 
chloride by vomiting, and the retention of sodium in 
the cells, alkalosis is produced. This tends to be 
corrected by carbon dioxide fixation in plasma and 
elimination of sodium by the kidney. Although 
much has been written about the toxic effects of 
obstruction, the authors conclude from a review of 
the literature that sodium chloride counteracts and 
tends to neutralize the toxic effects. 

Juices of the upper digestive tract contain more 
sodium than chloride; the jejunal obstructions show 
loss of base and acid (sodium and chloride) in nearly 
equal proportions; in lower obstructions the evolu- 
tion of ion deficiency is slower and the imbalance is 
less responsive to sodium chloride administration 
and less dramatic. 

Certain authors have led us to believe that hyper- 
potassemia is an important lethal factor and have 
attributed the therapeutic effect of adrenocortical 
extract to its ability to lower the potassium level. 
The authors believe that it is reasonable to consider 
hyperpotassemia a consequence of hypochlorhydria. 
The anoxia of the bowel further enhances transuda- 
tion of fluid into the peritoneal cavity experimen- 
tally. In dogs this phenomenon is demonstrated by 
intraluminary distention to 20 or 40 cm. of water, 
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resulting in 55 per cent reduction of the plasma 
volume, or 3 per cent of the body weight, which is 
sufficient to cause death. 

Efforts to demonstrate toxins in the blood or 
lymph of obstructed patients have failed; on the 
contrary, ligation of the mesenteric vessels from an 
obstructed loop fails to prolong survival in exper- 
imental animals. Also reflux of the intestinal con- 
tents into the pancreatic ducts has been suggested, 
but the authors believe that the only way in which 
the pancreas is involved is by fermentation due to 
the diastase which creates gas. Another source of 
toxicity postulated is distention of the bowel with 
loss of protective absorptive barriers and patho- 
logical resorption of bowel toxins. 

As to the role of the nervous system, repeated 
operations of chordotomy, splanchnicectomy, and 
denervation of the mesentery show no effect on the 
survival of obstructed animals or on the quantity of 
peritoneal transudate. 

The author made a series of obstructions at vary- 
ing levels in rabbits and noted the following effects: 
hemoconcentration, and increased viscosity and 
coagulability of the blood. Also, the author shows 
that there is a close relationship between the degree 
of distention and the degree of hemoconcentration. 
The respiration and pulse are elevated about 200 
per cent, but these are variable factors. Blood pres- 
sure changes develop very slowly and only in the 
last hours before death, at which time the pressure 
may drop to § or 15 mm. of mercury. Slowing of the 
circulation time parallels the degree of distention and 
hemoconcentration. The injection of sodium chlor- 
ide brought about symptomatic amelioration lasting 
about 1 hour. Faradic stimulation of the distended 
bowel was not possible although the proximal por- 
tions responded readily. 

Jane C. MacMit1an, M.D. 


Death From Intestinal Obstruction (La morte per 
occlusione intestinale). TonroLo. Sperimen- 
tale, 1951, 101: 56. 

In the study of the causes of death from intestinal 
obstruction two general causes stand out. One is 
the interruption of the blood supply and the other 
is the absorption of toxic products from the ob- 
structed loop. : 

Experiments were conducted on g dogs. The 
digestive tract was transected at the level of the 
stomach, duodenum, and distal ileum in each of 3 
dogs. The oral end was brought out at the skin 
level while the aboral end was closed and reinserted 
into the abdomen. In this way all the digestive 
juices in the proximal loop were expelled externally. 
All of the dogs died in from 3 to 7 days. 

All of the dogs developed a variation of chloremia 
with a sensible diminution in the higher interrup- 
tions. There was a general elevation of azotemia. 
All of the animals showed a degenerative lesion 
of the parenchyma of the liver and kidney with no 


inflammatory reaction. There was marked venous 


Stasis following gastrostomy and duodenostomy in 


the animals, but only mild venous stasis following 
ileostomy. 
All of the lesions encountered are explained on the 
basis of interruption of the progression of the 
digestive juices which causes a profound humoral 
modification. The biochemical and tissue changes 
were similar to those found with intestinal obstruc- 
tion in man and experimental animals. These 
changes in turn resulted in abnormal intercellular 
states which checked the metabolic processes in all 
the protoplasmic tissues. When toxic products are 
present and absorbed they assume secondary im- 
portance. Lucian J. Fronputi, M.D. 


Experimental Ileus in Rabbits. J. Frmann-Daut. 
Acta radiol., Stockh., 1951, 35: 1or. 


The investigations reported in this article were 
undertaken to demonstrate the distribution of gas 
and fluid in obstructions of the small intestine by 
repeated roentgen examinations. Rabbits were used 
as the experimental animal, and the small intestine 
was occluded or strangulated at selected places, fol- 
lowing which roentgenograms were taken at various 
intervals until death and the findings confirmed by 
postmortem photographs and roentgen films. Three 
varieties of conditions were studied: (1) simple 
occlusion, (2) double occlusion without interference 
of the blood supply to the closed loop, and (3) 
strangulated occlusion. 

In the group of simple occlusion, accumulation of 
gas occurred in abundance proximal to the stenosis. 
In general, the amount of gas was definitely larger 
in these animals than in those in the other groups. 
Distal to the small intestine the lumen was con- 
tracted, narrowed, and devoid of gas. 

In the group with double occlusion of the small 
intestine, forming a closed loop, the closed loop 
began to dilate soon after application of the ligatures 
because of the accumulation of fluid. In several 
cases this process continued until death and no gas 
at all could be demonstrated within the lumen. In 
some instances the loop was dilated and filled with 
fluid during the course of the first days, but later it 
became a contracted loop. Distal to the stenosis the 
intestine was collapsed and contracted in all of the 
cases. 

In the group with strangulating obstruction, fluid 
was found in abundance proximal to this stenosis, 
usually with some bubbles of air, so that fluid levels 
could be demonstrated readily. In high obstructions 
gas was less pronounced than when the ligature was 
applied in the lower ileum. In none of the cases in 
this group was the intestine found to be as distended 
by gas as it was in the cases of simple occlusion. 
In about half of the instances a small gas bubble was 
detected within the strangulated loop; it was prob- 
ably due to putrefaction or bacterial decomposition. 
The loop was always increased in size at postmortem 
examination due to transudation of semifluid hemor- 
rhagic content. These investigations did not confirm 
the opinion that more gas is accumulated in strangu- 
lating, than in simple obstruction, or that the more 
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dangerous the condition of obstruction the more gas 
is present. Epwarp W. Gisss, M.D. 


Foreign Bodies in the Duodenum (Corpi estranei nel 
7 Franco Stipa. Policlinico, sez. prat., 1951, 
58: 361. 

A 6 year old child swallowed a sewing needle. He 
had no symptoms but was x-rayed and a needle was 
found in the second portion of the duodenum. Puree 
of potato was administered in abundant quantities 
but x-rays on the fourth day revealed the needle to 
be in the same position. 

Laparotomy was performed and the needle was 
readily palpated. One end was then fixed against the 
body of the third lumbar vertebra and the other 
end was forced through the anterior wall of the duo- 
denum and easily removed. The opening in the duo- 
denum did not require closure. The postoperative 
course was uneventful. 

A review of the literature is presented. Foreign 
bodies which become arrested in the duodenum are 
considered rare. In 1,300 cases of foreign bodies in 
the gastrointestinal tract, 23 of the foreign bodies 
were found in the duodenum. Surgical removal is 
recommended when the body does not progress after 
serial x-ray studies. Duodenotomy is the most com- 
mon procedure employed although needles may be 
removed as described and opening into the gastroin- 
testinal tract will be unnecessary. 

Lucian J. Fronpvutt, M.D. 


C. SHERRILL RIFE. 


Benign Duodenocolic Fistula. 
Arch. Surg., 1951, 62: 876. 


A case of benign duodenocolic fistula is presented 


chiefly because of its rarity, it being the eighth re- 
corded case in the literature since 1885. It is in- 
teresting to note that 7 of the 8 patients survived 
the operation and recovered. 

The fistula in this case was probably the result of 
an ulcer of the second part of the duodenum which 
perforated into the transverse colon. Ulcers in the 
second and third parts of the duodenum are prob- 
ably more common than is generally realized, but 
accurate statistics regarding their incidence are 
difficult to obtain. Ulcers beyond the first part of 
the duodenum are difficult to demonstrate roent- 
genologically and are therefore not treated surgically 
unless they perforate. Patients with this condition 
may or may not give a history of abdominal pain or 
any of the other symptoms of ulcer. Diarrhea, 
weight loss, and voracious appetite constitute the 
typical symptoms. OrviLte F, Grimes, M.D. 


A Case of Malignant Lymphoma of the Duodenum 
(Un cas de lymphome malin primitif du duodénum). 
M. Brompart, J. Bopart, R. vAN LERBERGHE, and 
J. P. WEILL. Acta gastroenter. belg., 1951, 14: 254. 


The authors review the literature on malignant 
lymphoma of the duodenum briefly and report in 
some detail the case of a 66 year old metal worker 
in whom the x-rays showed an infiltrating tumor of 
the duodenum without mucosal involvement or 
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stenosis. Although not present early, pain, nausea, 
vomiting, constipation, and anorexia finally oc- 
curred. Hypochlorhydria and anemia were present, 
but no jaundice. At surgery, a tumor in the proximal 
jejunum was found in addition to the tumor in the 
duodenum. The jejunal tumor was resected and an 
antecolic gastroenterostomy was performed. 
Microscopically, the picture was that of a lympho- 
sarcoma. The patient died after x-ray therapy. 
Tuomas C. Douctass, M.D, 


Polyps of the Appendix. Harry M. RIcHTER, JR., and 
Avex B. Racins. Q. Bull. Northwest. Univ. M. 
School, 1951, 25: 85. 

Twenty-five cases of polyps in the appendix have 
been reported in the collected literature. To these 
the authors add 5 cases from the records of Cook 
County Hospital. The period from 1928 through 
1950 was studied. There were 25,715 appendices 
studied which made the incidence of those with 
polyps 0.02 per cent. The over-all incidence, judg- 
ing from the reports, lies between 0.02 and 0.005 
per cent. 

There is no typical clinical picture nor is the diag- 
nosis of polyp in the appendix made at the time of 
surgery. In fact, the diagnosis is made only upon 
opening of the appendices. In all 5 cases reported, 
appendicitis was the reason for the removal of the 
appendix. When polyps are present in the appendix, 
there is one important clinical point, namely, that 
in many cases reported in the literature other gastro- . 
intestinal polypoid tumors were found upon further 
examination. 

The polypoid tumors of the appendix range all 
the way from the purely inflammatory to the neo- 
plastic type with intermediate forms, described by 
many authors. Freperick C. HoEBEL, M.D. 


Sarcoma of the Digestive Tract (Il sarcoma del tubo 
digerente). Luicr Pracentint. Arch. ital. chir., 1951, 
74: 1. 

Reticulosarcoma and lymphosarcoma of the diges- 
tive tract are not rare tumors of the digestive tract. 
In one decade at the Surgical Clinic of Bologna, 8 
cases of reticulosarcoma, 2 of lymphosarcoma, and 
4 of mixed or reticulolymphosarcoma were observed. 

The reticulum cell type is most common. The 
clinical or radiological findings are not diagnostic. 
Surgical excision is the treatment of choice with re- 
moval of the regional nodes when they are involved. 
This is usually followed by roentgen therapy, es- 
pecially if there is metastasis. 

During laparotomy a sarcoma may be mistaken 
for inoperable carcinoma. A biopsy should be taken 
in all such cases as satisfactory results are often ob- 
tained with roentgen therapy even with widespread 
sarcomatous involvement. 

Generalized spread occurs later with the reticulum 
cell type. Tumors in the cecum give better results 
than those in the small bowel. There are multiple 
factors concerned which make prognosis difficult in 
any case. Lucian J. Fronputt, M.D. 
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Indications for Surgical Intervention in Ulcerative 
— Frank H. Laney. Ann. Surg., 1951, 133: 
726. 

This report is based on 770 cases of ulcerative 
colitis observed at the Lahey Clinic. Forty per cent 
of the patients were treated surgically. 

The surgical mortality among 142 patients in 
whom ileostomy was done prior to 1947 was 18.6 
per cent. In 102 cases of ileostomy observed be- 
tween January, 1947 and July, 1950 the mortality 
was 2 per cent. The chief factor in improving this 
mortality has been the recognition of the desira- 
bility of performing ileostomy early in the disease. 

Acute exacerbation of ulcerative colitis with ele- 
vations of temperature and toxemia, until recently, 
has been considered an indication for ileostomy. 
Most of the patients respond to ACTH, and in 21 
of 28 patients so treated improvement occurred. 
Treatment with ACTH allows postponement of the 
ileostomy. 

Hemorrhage from the ulcerated portions of the 
bowel may be profuse. Ileostomy must be done with- 
out delay in these patients, and sometimes colec- 
tomy is necessary to control the hemorrhage. 

Acute perforation of the bowel is a rare complica- 
tion of ulcerative colitis. All closures of perforations 
should be combined with an ileostomy. — 

Bowel obstruction is also rare. It may be caused 
by adhesions or kinking involving the small bowel 
proximal to the ileostomy, or rarely by stricture of 
the colon. 

When involvement of the joints is associated with 
ulcerative colitis, ileostomy and total colectomy 
should be done. 

Multiple anal fistulas and rigid anal sphincter 
may constitute indications for surgery. Total colec- 
tomy and combined abdominoperineal resection can 
be done in these patients and good healing of the 
posterior wound may be obtained. 

Malignant degeneration is a complication of ul- 
cerative colitis and an indication for surgery. Of 18 
patients with this complication in whom the car- 
cinoma was removed, only 2 are alive and free of 
recurrences, FREDERICK W. PrEsTON, M.D. 


The Surgical Management of Diverticulitis of the 
Colon. J. M. Donatp. Ann. Surg., 1951, 133: 708. 


Roentgenologic examination of the colon is the 
greatest single aid in the diagnosis of diverticulitis. 
Proctoscopy is of limited value only. 

Although the relationship between diverticulitis 
and carcinoma is incidental, the differential diag- 
nosis can not be made clinically in about 25 per 
cent of cases. 

Complications requiring surgical intervention de- 
velop in from 10 to 20 per cent of the patients. These 
include acute free perforation, abscess formation, 
obstruction, and cutaneous and enterovesical fistula. 

In the author’s series of 22 patients the sigmoid 
was affected in 14, the cecum in 4, the transverse 
colon in 1 patient, and the entire colon in 3 patients. 
Thirteen were treated surgically. ; 
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Four patients were subjected to exploration only, 
3 to segmental resection, 2 to exploration and drain- 
age of abscess, and the remainder to miscellaneous 
procedures. There were no surgical deaths and all of 
the patients have remained well postoperatively. 
FREDERICK W. Preston, M.D. 


Carcinoma of the Colon and Rectum. Observations 
on Massachusetts General Hospital Cases, 
1937-1948. CiaupE E. WeELcH and W. Paitip 
Giwpincs. N. England J. M., 1951, 244: 859. 


Over-all figures indicate that 77 per cent of the 
patients who entered the Massachusetts General 
Hospital, Boston, with cancer of the colon and rec- 
tum between 1937 and 1948 were subjected to re- 
section of the involved bowel. The resectability has 
increased from 72 per cent from 1937 to 1944 to 81 
per cent from 1944 to 1948. Five-year survivals 
were obtained in only 25 per cent of the total cases 
observed from 1937 to 1944. If the results are cal- 
culated on the basis of operative survivals with re- 
sections for cure, 45 per cent of the patients sur- 
vived the 5 year period. There is great variation 
of the latter figure, depending particularly on 
whether or not the lymph nodes are involved (55 
per cent when they are not involved; 26 per cent 
when metastases are present). The 5 year survival 
rates were nearly identical in various sections of the 
bowel except for the transverse colon and for epider- 
moid carcinoma of the anus, in which areas they 
were lower. 

Of the various changes in accepted surgical tech- 
niques that should be advised, the following seem 
to be the most important: 

Prophylactic colectomy in ulcerative colitis and 
multiple polyposis is the only known method of 
controlling the disease and should be advised more 
frequently. 

Polyps of the rectum or low sigmoid may be treat- 
ed by fulguration through the sigmoidoscope when 
the pedicle is long and benign. If, after a polyp has 
been removed through the sigmoidoscope, the 
pathologist returns a diagnosis of cancer, a radical 
operation should usually be performed. A resection 
of a segment of the colon and mesentery should be 
done when the polyp is in the sigmoid or higher. 

Complete left colectomy is required if metastatic 
nodes are encountered during resection for cancer 
of the sigmoid or left colon. Otherwise, the inferior 
mesenteric artery need not be removed. 

Resections of tumors of the lower sigmoid and 
intraperitoneal rectum with anastomosis should not 
be carried out unless at least 5 cm. of normal bowel 
and pericolic tissue can be obtained below the tumor. 

Resection and anastomosis of the extraperitoneal 
rectum is rarely indicated. 

The outstanding fact is that nearly two-thirds of 
all patients with cancer of the colon and rectum are 
incurable when they reach the hospital. Deaths 
from this disease cannot be reduced by further im- 
provement in operative technique, since the mor- 
tality is now so low that no significant gain can be 
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expected in this respect in the larger clinics. In 
smaller hospitals, it is probable that the mortality is 
still too high and the operability too low. Further 
control of the disease will depend on routine 
proctosigmoidoscopy as an integral portion of the 
physical examination, in order that the disease can 
be discovered before symptoms become manifested, 
and prompt treatment can be given by well trained 
surgeons. Cartes Baron, M.D. 


Metastatic Versus Primary Carcinoma of the Rec- 
tum. Harry E. Bacon and JoHN LAURENS. Arch. 
Surg., 1951, 62: 705. 

Metastatic tumors arising in distant sites may en- 
croach upon the rectum to produce symptoms 
referable to the lower part of the bowel suggestive 
of a primary malignant rectal growth. 

The authors record the case history of a patient 
with carcinoma of the breast, with metastasis to the 
rectum producing symptoms referable to the lower 
segment of the bowel. The lesion likewise produced 
physical findings and pathologic features compat- 
ible with carcinoma of the rectum. The pathologic 
material was extensively studied, so that it is reason- 
able to assume this patient had a primary carcinoma 
of the breast with metastasis to the rectum, rather 
than a second primary carcinoma. 

Several investigators maintain that in nearly 
every case of breast carcinoma, dissemination in the 
abdominal cavity occurs by transcelomic spread, the 
secondary depdésits arising from gravitation of can- 
cerous particles into the pelvis, and that in the late 
stage the entire pelvis may be filled with cancer. 
Because of the mode of spread of breast carcinoma, 
it is important to remember that the first sign of 
epigastric invasion may be found not in the epigas- 
tric region, but rather in the pelvis. 

With respect to the differentiation between pri- 
mary and secondary carcinomas, the authors caution 
that several criteria must be followed: (1) each 
tumor must present a definite picture of a malignant 
process, (2) the tumor must be distinct, and (3) the 
possibility of one being a metastasis of the other 
must be ruled out. OrvILLE F. Grimes, M.D. 


Abdominoperineal Resection for Carcinoma of the 
Rectum. Ricwarp B. CatTrett. Surg. Clin. N. 
America, 1951, 31: 757. 

A one-stage abdominoperineal resection is em- 
ployed at the Lahey Clinic for practically all malig- 
nant lesions in the lower sigmoid, rectosigmoid, and 
rectum. Ninety per cent of all patients having car- 
cinoma of the rectum have been subjected to this 
procedure. They include both those with favorable 
and unfavorable conditions, even those with liver 
metastases. Therefore, it has been found increasing- 
ly necessary to extend the scope of the operation to 
include a total hysterectomy and removal of the 
posterior vaginal wall, portions of the urinary blad- 
der, and even one ureter. 

Spinal anesthesia is used routinely. A left rectus 
incision is made by splitting the lateral third of the 
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muscle. This occasionally results in an incisional 
hernia about the colostomy, and also brings the 
colostomy out through the original incision. A rou- 
tine exploration of the abdomen is then carried out. 
The liver is observed for various nodules, which 
may be subjected to biopsy. The presence of gall 
stones is determined because of acute cholecystitis 
as a possible postoperative complication. The large 
intestine is thoroughly explored because in 4 per cent 
a second primary malignant growth may be present. 
If the terminal ileomesentery is attached low, it 
should be freed so that the ileum will not be drawn 
down into the pelvis upon reconstruction of the pel- 
vic floor. The presence of diverticula of the descend- 
ing colon above the point of proposed resection 
should be noted since, if present, immediate decom- 
pression of the colostomy is advisable. Search for 
nodes along the inferior mesenteric vessels must be 
made by palpation. The extent of the lesion in the 
pelvis is determined—whether there is a serosal 
break or whether local fixation or invasion exists. 

The lateral peritoneal attachments of the descend- 
ing colon and sigmoid are detached 2 cm. away from 
the bowel, and the sigmoid is retracted to the right 
until the mesocolon is freed up to the median line. 
The left ureter is separated from the adjacent su- 
perior hemorrhoidal vessels. The fascia propria is 
severed from the colon. Upon elevation of the sig- 
moid, the left colic and sigmoidal vessels are identi- 
fied and a point of division of the mesacolon is se- 
lected which permits adequate resection of the mes- 
entery and also leaves sufficient bowel for a perma- 
nent colostomy. The sigmoidal vessels are then 
sacrificed. The lateral pelvic peritoneum is incised 
along the course of the ureter down to the uterosac- 
ral ligaments or to the seminal vesicles. The hypo- 
gastric nerve and its presacral components are iden- 
tified and divided to permit entry into the pelvic 
space between the iliac vessels. This posterior pelvic 
dissection should be begun by ‘sharp dissection to 
avoid injury to the veins and then carried out blunt- 
ly down to the level of the coccyx. The anterior dis- 
section is next carried out. The peritoneum is incised 
in the male well up on the posterior bladder wall 
or in the female across the uterosacral ligaments. 
The dissection is done, bluntly, down to the levators, 
while the cervix and vagina or the seminal vesicles 
are elevated. In the lateral dissection both ureters 
are visualized, and the presacral fascia is cut and 
pushed forward; the dissection is then carried up- 
ward to the middle hemorrhoidal vessels which are 
identified and clamped. The fascia on the levators 
can be completely cleared and left with the rectal 
segment. The coccygeal ligament likewise is divided. 
This leaves only perineal and levator attachments to 
the lower rectal segments. The lower portions of 
this dissection are more easily accomplished from 
above. 

The bowel is now divided at the previously select- 
ed point and the lower end ligated and covered with 
a rubber dam, following which the entire lower seg- 
ment is reduced into the pelvis, the leading point at 
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the level of the coccyx being the free end for accessi- 
bility during perineal resection. 

The lateral pelvic peritoneal flaps are elevated. 
They may be carried to either side as far as is de- 
sired in order to obtain adequate peritonealization. 
The upper border of the left pelvic peritoneal flap 
is anchored to the pericolic fascia below the meso- 
colon and the descending or sigmoid colon. One 
should make certain that the ileomesentery has not 
been drawn down into the pelvis. The colon is then 
brought up through the original incision and the 
lateral gutter is closed, the line of suture to the 
parietal peritoneum passing slightly upward as it 
emerges to form a diaphragm against which small 
intestinal loops may rest. There should be a gentle 
curve of the bowel as it emerges. A routine appen- 
dectomy concludes the intra-abdominal portion of 


the operation. In closure of the wound in layers the - 


appendices epiploicae of the projecting bowel are 
anchored to the peritoneal suture line both above and 
below the colostomy. The fascial layer is closed with 
30 to 34 alloy steel wire. The colostomy should pro- 
ject 134 inches above the skin. The wound should 
be closed loosely about the colon. Dry gauze is placed 
about the projecting loop, and abdominal pads 
which contain the clamp are then placed. If some 
degree of obstruction exists or if diverticulosis is 
present, immediate decompression is performed by 
the insertion of a catheter. 

For the perineal portion, the patient is placed on 
the left side at right angles, with the left leg extended 
and the right leg flexed. To avoid a drop in blood 
pressure with change in position, a vasoconstrictor 
drug may be used. The perineal field is prepared. 
The anus is closed with a purse string suture. An 
elliptical incision is made from the tip of the coccyx 
posteriorly to the perineal region anteriorly, sur- 
rounding the anus. A transverse incision is then 
made just below the coccyx to enter the pelvic space. 
The pudendal arterial branches are ligated. The fat 
of the ischiorectal fossa is removed, which exposes 
the inferior surface of the levators. The posterior 
two-thirds of the levators are severed at their lateral 
attachments, following which the entire segment of 
bowel is delivered from the pelvis. Upon retraction 
of the anal segment backward the attachment of 
the transverse perineal muscles is severed. The 
anterior third of the levators is then divided on each 
side with the removal of the segment of bowel. The 
pelvic space is visualized for possible bleeding. A 
small Penrose drain with the projection of 2 or 3 cm. 
of gauze is placed at the level of the cervix or seminal 
vesicles and is brought out through the middle of 
~ incision. The incision is closed loosely about the 

rain. 

Adequate blood replacement is given both during 
and after operation. A urinary catheter is retained 
with closed drainage. For 4 days o.5 gm. of strepto- 
mycin and crystacillin (300,000 units) are given 
twice daily. The colostomy is decompressed after 36 
‘hours, and the clamp is completely removed on the 
fourth day at which time the first dressing is done. 
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A small dose of milk of magnesia is given on the fifth 
day. The drain is removed on the fourth day. Be- 
ginning with the sixth day, the posterior wound is 
irrigated with a solution of a dram of 3.5 per cent 
iodine to a pint of saline solution by means of a small 
catheter. Colostomy irrigations are begun on the 
seventh day and continued from thereon every sec- 
ond or third day. Sitz baths are begun twice daily 
from the ninth day. 

Generally, the patient is discharged from the hos- 
pital between the twelfth and fourteenth days. A 
low residue diet is given the first month, and then 
is gradually changed to the normal. 

Davip Movitz, M.D. 


Results of Conservative Surgery in Carcinoma of 
the Rectum (Résultats de la chirurgie conserva- 
trice dans le cancer du rectum). D’ALLAINES, 
BANZET, BENSAUDE, BERGERET, and OTHERS. 
Sem. hép. Paris, 1951, 27: 1591. 

The choice of surgical procedure in the treatment 
of carcinoma of the rectum is one of the contro- 
versial subjects in the current surgical literature. 
Conservative operations have been revived recently 
because it has been proved that there is very little 
danger of local recurrence in the region of the 
sphincter, provided that the resection has been 
sufficiently high. The preservation of the internal 
sphincter in lesions which are from 8 to 10 cm. or 
less above the anal margin is considered inadvisable 
by most of the French authors. 

D’Allaines raised the following questions at the 
surgical session of the Broussais Hospital in Decem- 
ber, 1950: 

1. Is conservative surgery considered a more 
serious intervention than amputation? 

2. What is the survival rate after the various 
procedures? 

3. Which of the sphincter-preserving procedures 
seems to give the most satisfactory results, as ob- 
served by individual experience? 

Bergeret reported on 608 operations for cancer 
of the rectum performed by him and his coworkers 
during the past 30 years. During the first 12 years 
this author used in addition to simple colostomy only 
radical resection methods. In the past 18 years he 
used conservative operative procedures in 114 pa- 
tients, in order to preserve sphincteral function. His 
best results were obtained with a modified Babcock 
operation, an abdominal resection with termino- 
terminal colorectorrhaphy. 

Charrier has operated on 65 patients by Babcock’s 
method since 1945. An excellent sphincter control 
was obtained in 50 per cent. 

Replumaz reported on Santy’s results during the 
last 12 years. In 65 per cent of the 136 patients 
treated by conservative interventions the sphincter 
— was excellent for solid as well as for liquid 
food. 

Banzet, Hepp, Lortat-Jacob, and Dubost arrived 
at similar conclusions, based on their personal ex- 
periences. 
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Toupet claimed to have obtained good results in 
all of his 12 cases in which he applied his method. 

D’Allaines performed 292 conservative interven- 
tions, 53 being the procedures described by Babcock 
and 239 being combined abdominosacral resection. 
The results obtained were similar to those of other 
French authors using various conservative methods. 

In conclusion, it is assumed by most of the investi- 
gators that if the cases are chosen carefully with re- 
gard to the age of the patient, and the localization, 
extension, and metastatic spread of the tumor, con- 
servative surgery is advisable. Although the im- 
mediate postoperative mortality is higher than after 
radical amputation, the late survival rate is con- 
siderably better. Oxca M. Harine, M.D. 


Results of Preservation of the Sphincter in the 
Surgery of Rectal Cancer (Résultats de la conser- 
vation du sphincter dans la chirurgie du cancer du 
rectum). P. Santry, P. MicHaup, and P. REPLUMAz. 
Lyon chir., 1951, 46: 385. 

A review of 136 cases in which the sphincter-pre- 
serving technique was employed for removal of rectal 
cancer led the authors to the following conclusions: 

The results show that the preservation of the 
sphincter is justified. The abdominosacral approach 
was used in 105 cases and the sacral route alone in 
21 cases. Five years after the operation 45 per cent 
of the patients in the first group and 63 per cent in 
the second group were alive. The operative mor- 
tality in the entire series was 8 per cent. The func- 
tion of the sphincters was excellent in 65 per cent, 
mediocre in 1o per cent, and unsatisfactory in 25 
per cent. Resection was done in 31 patients and 
amputation with a pull-through procedure in 105. 

The advantage of transanal amputation lies in 
the avoidance of colostomy. This induces the patient 
to submit to the operation. Multiple stage procedures 
and prolonged hospitalization are avoided. The 
anus is not forcibly dilated, the sphincter is not 
severed, and only the rectal mucosa is removed. All 
these factors contribute to the preservation of the 
sphincteric function. 

The greater number of 5 year survivals in the 
group with anal amputation as compared to that in 
the group in which the abdominal approach was 
employed can be explained by the extent of the 
exeresis and the selection of the material. 

In 35 cases in which transanal amputation was 
employed, the ampullary tumors were located from 4 
to 6 cm. above the pectinate line. The method 
should be employed only in early stages of cancer. 

The patient should be instructed to dilate his 
anus. A small ectropion of the mucosa should be 
removed as it interferes with the proper function of 
the sphincter. JosernH K, Narat, M.D. 


Epithelioma of the Anal Margin a. de 
la marge de l’anus). P. Cocniaux, S. Smon, and 
M. Vicont. Acta gastroenter. belg., 1951, 14: 135. 


The authors report 37 cases of anal epithelioma 
from the Anticancer Hospital in Brussels. The 


cause (preceding chronic infection), frequency, ex- 
tension, mode of propagation, and _ histological 
studies of the condition are reported. The spino- 
cell type is more apt to spread than the basal cell 
type. 

The literature concerning treatment is reviewed. 
The authors’ cases are reported and the treatment is 
given in some detail. Most of their patients re- 
ceived radiation terapy. The survival after sur- 
gery, which is mutilating at best, was 25 per cent. 
Radiation therapy (radium) has given the best re- 
sults, and if carefully used will produce the least 
disturbance. Inguinal dissections are done only for 
involved lymph nodes. The patients have to be 
watched closely. Surgery is performed for recur- 
rences. 

The authors stress the early diagnosis and treat- 
ment, and advise that all chronic infections or irri- 
tations should be cleared up promptly to prevent 
cancer. Tuomas C. Douctass, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


The Main Biliary Tract: Hepaticocholedochus. 
Operative Cholangiography (La via biliare princi- 
ale: epatico-coledocica. Colangiografia operatoria). 
ABLO Mrrizz1. Recenti progr. med., Roma, 1951, 
10: 189. 

In Surgery, Gynecology and Obstetrics, 1942, 74: 
306, the author discussed his experiences with refer- 
ence to 800 cases of biliary lithiasis, systematically 
observed by means of operative cholangiography. 
For the present report, this material has been in- 
creased to 3,000 operations. Thirty-nine reproduc- 
tions of operative cholangiograms, together with 
their explanatory schematic sketches, similar to 
those in the previous report, accompany the article. 
These reproductions indicate the diversity of condi- 
tions which may be encountered in such a vast 
material. 

In a very large proportion of these patients a 
cholecystectomy was performed, the contrast ma- 
terial being introduced, as a rule, through the stump 
of the cystic duct. Other modalities, however, for 
introducing the shadow-casting substance, iodipin, 
have been used or held in readiness for the elucida- 
tion of unusual conditions, The contrast medium has 
been injected directly into the choledochus or ductus 
hepaticus, singly or concurrently, or the hepatic 
parenchyma itself has been perforated to reach the 
dilated, intrahepatic bile channels. An instance is 
related in which the injection cannula was inserted 
alongside a huge stone which had ulcerated into the 
choledochus from the cystic duct; another instance 
is mentioned in which the injection cannula was 
inserted into a deep cicatricial cavity, with the 
stump of the cystic duct somewhere at the bottom, 
and the cannula packed about with gauze. In both 
of these instances the injections were successful. It 
is expected that the method of retrograde injection 
of the papilla of Vater by way of the opened duode- 
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num will prove of value in the study of certain con- 
ate operative stenoses (method of Hicken and 
Crellin). 

The injections are made with a syringe and two 
cannulas, the one rigid, the other flexible. The rigid 
cannula is reserved for direct perforations, and the 
flexible one for curving down into the lower reaches 
of the choledochus and the upper reaches of the in- 
trahepatic ducts to show up any stones which might 
be missed (see Figure 1 for armamentarium). The 
cannulas were always armed with a sliding olive to 
prevent reflux backwards along the cannula. Where 
the choledochus was opened to remove stones the 
upper, or hepatic, reaches were always blocked off 
first with a pledget of gauze attached to a long black 
thread. 

In no instance in these 3,000 operations was there 
a postoperative pain syndrome to be recorded. In 
no instance was the choledochus or hepatic ducts in- 
volved in the cutting or ligations. The only accident 
was the cutting of a small supplementary bile duct 
in an instance of duplication. Here, however, the 
small duct was simply tied off with no unfavorable 
results. It has been possible to delineate the cystic 
duct and the main bile passages even when buried in 
immense masses of adhesions where they could not 
otherwise be detected. In searching for these ducts 
the syringe was never filled and insistence was placed 
upon the preliminary withdrawal of a drop of bile 
before proceeding to the injection of the contrast 
material, 

In the author’s opinion, it is only with the aid of 
operative cholangiography that an adequate study 
can be made of the functional disturbances of the 
flow of bile. It is only with the aid of operative 
cholangiography that one can be assured of de- 
tecting the presence of pseudocystic dilatation of the 
choledochus in time to resort to the proper operative 
correction. In one case a juxta-vaterian diverticulum 
was demonstrated after the contrast substance had 
entered the duodenum, a diverticulum which could 
not be detected by the ordinary barium meal. The 
diagnosis of tumor, of stone, and of parasites in the 
choledochus is easily arrived at. Pancreatitis is 
easily differentiated from tumor of the head of the 
pancreas; the tumor usually pushes the terminal 
portion of the choledochus upwards and medially. 
Operative cholangiography will disclose the pres- 
ence, at the papilla of Vater, of bile stones which 
may cause serious symptoms, but which are too 
small to be detected by palpation or other methods 
of investigation. Joun W. Brennan, M.D. 


Ascaris Lumbricoides of the Biliary Tract (Ascari- 
diasis de las vias biliares). Tomas QuEvEDO G. 
Antioquia med., 1951, 1: 436. 

The author presents a dissertation of the evolu- 
tion, development, and pathogenesis of the Ascaris 
and its entrance into the biliary system. The larvae 
enter via the lymphatics of the small gut to the liver, 
‘then into the circulation to the right heart, and 
thence to the lungs. Thereafter, they ascend to the 


epiglottis, are swallowed into the stomach, and, on 
re-entering into the small gut, begin to acquire adult 
size. The adult parasite enters the biliary tract via 
the sphinctor of Oddi in the duodenum to the com- 
mon duct, then may invade the cystic duct, gall 
bladder, and hepatic ducts. Symptoms are caused 
by obstruction and subsequent inflammation. 

Typically, the onset of pain is abrupt; the pain 
involves the epigastrium and radiates to the back on 
the right side. The pain is more intense than in 
ordinary colic and, although it abates, it has periods 
of excruciating exacerbation. Morphine does not 
eliminate this type of pain. Shock is a prominent 
feature of the attack, as well as elevation of the 
amylase. However, eosinophilia is high and the re- 
covery rate of ascaris eggs in the stool is very high. 
Between exacerbations of pain there is no muscular 
rigidity on the right side. 

The author advises medical therapy with anti- 
helminthics, but recommends early surgical inter- 
vention in the form of choledochotomy and chole- 
cystectomy if fever rises and shock is unabated. In- 
stances of perforation of the duct, common and hepat- 
ic, and gall bladder are mentioned along with bile 
peritonitis, hepatic abscess, pylephlebitis, rupture 
of the hepatic parenchyma with hemorrhage and 
septicemia as complications of biliary tract infesta- 
tion. 

The preoperative diagnosis should be relatively 
simple if the parasite invasion is kept in mind. 

MicvuEt Drosinsky, M.D. 


Aureomycin Therapy in Hepatic Insufficiency. 
Rosert S. GoLpBLoom and FREDERICK STEIGMANN. 
Gastroenterology, 1951, 18: 93. 


Previous clinical investigators have indicated 
that aureomycin has a definite favorable effect in 
experimental animals with dietary hepatic necrosis, 
cholangiolitic hepatitis, hepatic coma, postnecrotic 
cirrhosis, and chronic hepatitis and cirrhosis. The 
authors present experiences with aureomycin in 
cases of severe liver disease. 

The material in this study consisted of 14 cases, 8 
of cirrhosis and 6 of hepatitis; 4 of the latter were 
chronic and 2 were acute. The diagnosis was con- 
firmed by liver biopsy in 5 cases and by autopsy in 1 
of the cases. Eleven of the 12 patients with chronic 
conditions showed a progressive downhill course 
and beginning hepatic failure, while 1 patient con- 
tinued in a poor state while on routine liver man- 
agement but his condition did not get worse. 

Five of the most severely ill patients received 500 
mgm. of aureomycin intravenously every 12 hours. 
The remainder received 500 mgm. of aureomycin 
every 6 hours. 

Seven of the chronic cases and 1 acute case showed 
definite improvement. Two chronic cases remained 
the same. One acute and 3 chronic cases terminated 
fatally. Two of the patients initially benefited by 
aureomycin returned to the hospital 10 days and 
2% months later, respectively, and succumbed to 
their illness despite repetition of the treatment. 


458 


The assumption is that the aureomycin is benefi- 
cial because it detoxifies the intestinal flora when 
given orally and because of its action on the bacteria 
in the portal circulation or liver when given intra- 
venously. This theory is supported by the known 
actions of aureomycin on bacteria and by the fact 
that a diseased liver is unable to form proper im- 
mune bodies, to detoxify absorbed toxins reaching 
it through the portal circulation, or to filter bac- 
teria from the portal blood properly. The intoxica- 
tion factor in aureomycin therapy is also supported 
by the fact that most of the patients showed the first 
signs of general improvement only after several days 
of therapy, that is, only after the body had enough 
time to rid itself of the toxins producing the symp- 
toms. There was no evidence to support the theory 
that the aureomycin was effective in these cases 
because of any action on a virus that might be re- 
sponsible for producing the disease. 

FREDERICK C. HoEBEL, M.D. 


Attempts at the Experimental Production of Portal 
Hypertension. Tomas C. Douctass, W. Harri- 
son BENJAMIN F. LounssBury, L. L. Swi- 
GERT, and Cartos A. TANTURI. Arch. Surg., 1951, 
62: 785. 

The object of this series of experiments was the 
production of a chronic portal hypertension in dogs 
as a preliminary to the subsequent creation of 
portacaval fistulas. In one group of animals the 
portal vein was partially occluded with a Goldblatt 
clamp placed near the hilus of the liver; the gross 
color of the bowel was used as an index of the degree 
of occlusion and simultaneously the hepatic artery 
was also partially occluded. In from 2 to 6 weeks 
there was no portal hypertension. The portal vein 
was not dilated, but an adequate collateral circula- 
tion had developed. In a second group, partial oc- 
clusion of the portal vein alone was performed, ap- 
parently too severely, as all 6 animals died. In a 
third group the portal vein was clamped and the 
occlusion produced was sufficient to double the 
pressure within the vein. Three of the 7 animals 
died, which suggested that this amount of obstruc- 
tion is about all that the dog can tolerate. In the 
survivors, adequate collateral circulation developed 
in 15 to 25 days, and in 3 months there was no sug- 
gestion of portal hypertension. 

In the fourth group 5 animals were subjected to 
sudden complete ligation of the portal vein, but 
they were protected by the preoperative adminis- 
tration of 300,000 units of penicillin against the 
anaerobic infection that was thought to play a part 
in the mortality of portal obstruction. One animal 
survived the procedure because a small pancreatic 
branch had been overlooked. One animal died on 
the operating table of uncontrollable hemorrhage. 
The other 3 dogs died within 24 hours, apparently 
from loss of an effective circulating volume. 

In the last group of animals the main hepatic vein 
was clamped or ligated at its point of entrance into 
the inferior vena cava just beneath the diaphragm. 
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This failed to produce varicosities, cirrhosis, or in- 
creased portal pressure. 

Although attempts to produce portal hyperten- 
sion by these various methods were unsuccessful, it 
was demonstrated that a doubling of the portal 
pressure is fatal in about half of the animals and 
causes the development of a collateral circulation 
in the surviving half within 15 to 25 days. Complete 
occlusion of the portal vein can then be produced 
without the occurrence of death in the dog. 

BEnyJAMIN F. Lounssury, M.D. 


Primary Cancer of the Liver in the Bantou Races of 
South Africa (Carcinome primitif du foie chez les 
races Bantous d’Afrique du Sud). CHARLES BrEr- 
MAN. Sem. hép. Paris, 1951, 27: 1034. 

Primary cancer of the liver is rare in Western 
Europe and in North America, but occurs with 
considerable frequency in Africa and in certain re- 
gions of the Orient. As a matter of fact, this is the 
most frequent type of cancer encountered among 
the male population of Bantou in South Africa and 
among Malayan men in Java. 

According to postmortem findings, primary can- 
cer of the liver is found in 0.14 per cent of all autop- 
sies in Europe, in 0.27 per cent of autopsies in the 
United States, in 1.13 per cent of autopsies in Java, 
and in 1.1 per cent of those in the Bantou race. 

In Europe, primary cancer of the liver constitutes 
1.2 per cent of all carcinomas; in the United States, 
2.5 per cent; in Java, 41.6 per cent; and in Bantou, 
50.9 per cent. The percentage among men working 
in gold mines is 86.8. These figures apply only to 
the native population. 

The frequency of cirrhosis of the liver, attributable 
to intestinal parasites, schistosomiasis, distomiasis, 
echinococci, alcohol, syphilis, highly seasoned food, 
or hemochromatosis is so great in patients with 
primary cancer of the liver that numerous patholo- 
gists consider it as an intermediate stage in the 
neoplastic evolution. 

Primary cancer of the liver may be produced ex- 
perimentally in the liver by the administration of 
certain nitrogen compounds, selenium, carbon- 
tetrachloride, or ethyl urethane. 

In Bantou, primary cancer of the liver occurs with 
the greatest frequency in young males. Two types 
may be differentiated, the hepatocellular and 
cholangiocellular forms. Metastases may be encoun- 
tered in the liver itself and in the lungs. Invasion 
of the pulmonary veins may lead to dissemination 
throughout the body. 

No pathognomonic symptoms are known. In 
62.7 per cent of cases the author found asthenia, 
pain in the right hypochondrium, dyspnea, cachexia, 
loss of weight, hypertrophy, and sensitivity of the 
liver. Jaundice was observed in 45 per cent, and 
ascites in 55 per cent of the entire series. 

Peritoneoscopy or liver biopsy are helpful diag- 
nostic methods. The disease leads rapidly to a fatal 
outcome. Treatment is essentially palliative. 

Joseru K. Narat, M.D. 
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Oral Cholecystography: Critical Review of 200 
Operative Cases. Hucu P. Smita, Jr., and Tom 
M. RuNGE. Gastroenterology, 1951, 18: 49. 

This is a detailed review of the use of priodax in 
oral cholecystography. From the records of 1,000 
patients, 200 with clinical and surgical data com- 
plete enough for analysis were obtained. All of the 
patients had had their roentgenograms taken in the 
same hospital. In 17 instances no cholecystographic 
study was performed because opaque stones were 
shown on other films. 

The technique followed was to give each patient 
12 tablets, 0.5 grains each, of priodax, with instruc- 
tions to take 6 tablets at 1:00 p.m. and the other 6 
with dinner on the evening prior to examination. 
The dinner was to include little or no fat, and then 
the patient was to have nothing to eat or drink 
until after the final films were exposed the next 
morning. Three films were taken, including a prone, 
oblique, and either a right lateral decubitus or an 
erect posteroanterior view. If no visualization of 
the dye was noted, cholex was given to secure re- 
sponse to fat ingestion and a final film was exposed in 
an hour. If no dye was seen the patient was given 
another 6 or 12 tablets of priodax and re-examined 
the following day. 

Pain typical of biliary colic was found in 56.5 per 
cent of the 200 patients who were operated upon 
with a clinical diagnosis of gall-bladder disease. 
Another 37.5 per cent had atypical pain and in- 
digestion, while only 6 per cent had no pain. Upper 
abdominal tenderness was present in 59 per cent. 
Twenty per cent of the patients had jaundice. The 
incidence of typhoid fever history was 12 per cent. 

With regard to the efficiency of the dye used, re- 
peat examinations with priodax were necessary in 
only 19 cases, and in only 2 of these was better 
visualization obtained. Fifty-one per cent of the 64 
patients questioned had some diarrhea. Nausea 
was common but vomiting occurred in only 6 per 
cent of the cases. There was no correlation between 
acuteness of the disease and intolerance for the 

ye. 
Gallstones were diagnosed roentgenologically in 
118 instances (59 per cent of the patients studied). 
In 117 of these patients stones were demonstrated 
at operation, or an accuracy of 99.1 per cent. Gall- 
stones were found surgically in 61 other patients in 
whom they were not demonstrated roentgenologi- 
cally. Forty-five of these had nonvisualization of 
the gall bladder with the dye. In those who had dye 
in the gall bladder the stones were missed because 
of obscuring gas and colonic contents, the dye con- 
trast was too slight to outline the stones, the stones 
were too small to be seen, and in 1 instance because 
the radiologist failed to see the stone. 

In 71 of the 200 patients the dye failed to outline 
the gall bladder. At operation, 64 (90 per cent) of 
these patients had calculi. Cystic duct obstruction 
was the most common cause for failure of the dye to 

outline the gall bladder. Other causes were chronic 
cholecystitis with stones in the gall bladder, acute 
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cholecystitis, inability of the diseased gall bladder 
wall to concentrate the dye, internal fistula between 
the gall bladder and the adjacent organs, and carci- 
noma involving the biliary system. 

The response to fat ingestion was checked routine- 
ly unless an obvious pathological condition was 
found on the first roentgenogram. In 52 of 78 pa- 
tients thus checked who had diseased gall bladders 
the gall bladders contracted; only 26 failed to con- 
tract, which indicated that there was some question 
as to the value of the fatty meal in making a diag- 
nosis. FREDERICK C. HOEBEL, M.D. 


A Case of Acute Cholecystitis and Obstruction Due 
to a Pedunculated Papilloma, Identical with an 
Attack of Acute Cholecystitis and Gallstones. 
N. M. Lunn and C. E. L. Burman. Brit. J. Surg., 
1951, 38: 390. 

A 40 year old female was admitted because of a 
sudden onset of severe pain under the right costal 
margin with radiation to the back, the right shoul- 
der, and the right side of the abdomen. Marked 
tenderness was present and Murphy’s sign was 
positive. There was no rigidity or palpable tumor in 
the gall bladder area. 

On roentgenographic examination the gall blad- 
der function appeared normal and a translucent 
biliary calculus was suspected. A diagnosis of acute 
cholecystitis with cholelithiasis was made. Cho- 
lecystectomy was performed. 

A small mulberry papilloma was found to be at- 
tached to the fundus of the gall bladder by a thin 
pedicle 1 inch in length. This proved to be benign. 

The authors believe that the clinical picture is best 
explained by obstruction of Hartman’s pouch or of 
the cystic duct by the tumor. Curtis Artz, M.D. 


Cholecystectomy in Acute Cholecystitis (La colecis- 
tectomia nelle colecistiti acute). G. ROsSELLO. 
Minerva med., Tor., 1951, 42: 364. 

Biliary surgery at the University Clinic of Padova 
for the 5 year period beginning in 1945 is reviewed. 
During this time there were 373 patients with acute 
cholecystitis of which 99 were operated on during the 
acute phase. In each succeeding year there were 
more patients operated on during the acute phase. 
In 1945 the ratio was 1 to 6 whereas in 1949 it was 
I to 2.5. 

Prompt supportive treatment is started in acute 
cholecystitis and if a good response is readily ob- 
tained this is continued. However, if the process 
remains stationary or if there is a recurrence the pa- 
tient is promptly operated on. These acute cases are 
listed from 1 to 30 or more days, with most cases 
falling within the 10 day group. There were 3 deaths 
in the 99 cases, 1 patient being treated for 30 days 
and then operated on in extremis. Early surgery is 
being resorted to in order to avoid this type of case. 

In go per cent of the cases no drainage was used. 
Drainage is eliminated when the cystic stump can 
be buried, the hepatic bed peritonealized, and pat- 
ency established in the remaining biliary tree. 
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When the papilla of Vater is inflamed or there is 
choledochitis or an impediment to the natural flow 
of bile, drainage is used. A total of 10 patients were 
drained. The patients not drained were well in from 
8 to 15 days while those that were drained took from 
20 to 30 days to recover. 

The surgical aims are to operate on more patients 
in the acute phase and to create anatomical condi- 
tions during the operation to eliminate the need for 
drainage. Lucian J. Fronputi, M.D. 


The Cystic Duct Stump Syndrome. Joun H. Gar- 
and Extiott S. Hurwitt. Surgery, 1951, 20: 
33- 

The term “‘postcholecystectomy syndrome” has 
been rather loosely applied to a diversified group of 
symptoms coming on at varying periods after chole- 
cystectomy. Several explanations have been offered 
which include: spasm of the papilla of Vater, pan- 
creatic reflux, neuromas in the region of the cystic 
duct stump, and disturbed innervation of the extra- 
hepatic biliary system. Too little emphasis has been 
placed on the role of a residual cystic duct stump. 

The cases of 30 patients operated upon for excision 
of the cystic duct stump are reported from the sur- 
gical service of the Mount Sinai Hospital, New York. 
All of the patients were originally diagnosed as hav- 
ing spasm of the papilla of Vater, biliary dyskinesia, 
chronic pancreatitis, or emotional instability. There 
were 24 women and 6 men. Their ages ranged from 
26 to 71 years. The lapsed time between chole- 
cystectomy and reoperation varied between the ex- 
tremes of 3 months and 27 years. Twenty-four of 
the patients were completely relieved of their pre- 
operative symptoms; 2 patients in whom the stumps 
were not excised continued to have attacks, in 2 
patients the follow-up studies were incomplete, and 
in the 2 remaining patients the operation was too 
recent to permit accurate appraisai. 

At operation the cystic duct remnant was found 
most frequently in the region of the porta hepatis; 
it was closely adherent to the under surface of the 
liver in the region of the base of the original gall 
bladder. The next most common site was behind 
the common duct. The stump varied from 1 by 4% 
cm. in size to 5 by 2 cm. The pathological changes 
noted in the excised stump were uniformly of a 
chronic inflammatory nature. In the larger rem- 
nants a diagnosis of chronic cholecystitis was made 
by the pathologist. In 21 patients calculi were 
found in the stump; in 13 patients calculi were 
present in the common duct alone. 

It is pointed out that the cystic duct stump or 
“reformed gall bladder” is a definite and important 
entity. Emphasis must be placed on the problem of 
prophylaxis. A surgeon should become thoroughly 
familiar with the anomalies and variations in the 
anatomy of the structures in the hepatoduodenal 
ligament and dissect the cystic duct cleanly in order 
to amputate it close to the common duct. Frequent- 
ly, this is not possible, particularly in early opera- 
tions for acute cholecystitis. Sixteen per cent of the 
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patients in this series were subjected to cholecystec- 
tomy in the acute phase of acute cholecystitis. 
Whenever a common duct is explored at the sec- 
ondary operation it is emphasized that the finding of 
stones in the common duct should not be sufficient. 
The surgeon should make a search for a cystic duct 
stump and remove it if present. A persistent cystic 
duct stump cannot always be diagnosed preop- 
eratively; however, its presence should be antici- 
pated in many cases of the postcholecystectomy 
syndrome. Curtis Artz, M.D. 


Acute Pancreatitis (Pancreatites agudas). Jodo bE 
— Macnapo. Bol. clin. hosp. civ. Lisboa, 1951, 
15: 85. 

The author describes three types of acute pan- 
creatitis. The edematous or interstitial, the hemor- 
rhagic or necrotic, and the suppurative or pseudo- 
cystic, the latter resulting from the progressive evolu- 
tion of the other two types. The edematous type 
may eventuate into the graver hemorrhagic type. 

The author discusses the various viewpoints as 
to the cause of acute pancreatitis, such as infection, 
the much argued bile reflux into the pancreatic 
canals, spasm of the sphincter of Oddi, vasoconstric- 
tion, obstruction of the pancreatic ducts due to 
biliary calculi, pancreatic calculi, tumor, or simple 
microscopic metaplasia of the epithelium of the 
pancreatic ducts leading to the activation of trypsin 
with resulting hemorrhagic necrosis of the gland. 

The author reviews the pathology and sympto- 
matology in which pain is outstanding and radiates 
to the right or left or directly to the back, vomiting 
occurs without relief of pain, shock may supervene, 
icterus may develop, and in which hematemesis has 
been reported in a few cases. Symptoms in the 
interstitial type may be minimal. Hyperglycemia 
and glycosuria may occur transitorily. Of all the 
diagnostic methods, amylase and lipase studies be- 
gun in the first hours of the disease offer the best 
data. (However, it must be remembered that oc- 
casional amylase elevations occur with ruptured 
peptic ulcer, and that administrations of morphine 
interfere with amylase determinations.) 

As for treatment, conservative management is 
superior and safer than surgical intervention. In the 
event of surgery because of a mistaken diagnosis, a 
cholecystostomy should be done or the peritoneum 
should be closed and active medical care should be 
resumed, The author does not mention papaverine 
in the treatment of this condition. 

MicuEt Drosinsky, M.D. 


Acute Pancreatitis. H.C. Tsenc, W: J. Wu, and C. K. 
. Wo. Chin. M.J., 1951, 69: 107. 


Reporting from the Peking Union Medical Col- 
lege Hospital, the authors are alert to the fact that 
acute pancreatitis is not as infrequent as it is thought 
to be, that the disease (particularly in the milder 
form) goes unrecognized, and that with improved 
laboratory methods and increased awareness of 
the disease the incidence of the diagnosis has in- 
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creased. In their experience, the diagnosis was made 
in 2 cases between 1922 and 1938 and 8 cases were 
diagnosed in the past year. This they attributed to 
an increased interest in the disease and the use of 
the serum amylase test in all cases with upper ab- 
dominal pain. 

Although the exact cause of acute pancreatitis is 
incompletely understood the fundamental important 
fact in the pathogenesis is the escape of activated 
concentrate pancreatic enzymes into the glandular 
parenchyma and surrounding tissues which causes 
inflammation, edema, hemorrhage, or necrosis. It 
is generally believed at present that acute edematous 
or interstitial pancreatitis and acute hemorrhagic 
pancreatitis or acute pancreatic necrosis are stages 
of the same disease. 

The more important factors in initiating acute 
pancreatitis are obstruction at the ampulla of Vater 
or of the pancreatic duct, with or without reflux of 
bile, and active secretion of the pancreas and de- 
vitalization of the pancreatic tissue as the result of 
trauma or vascular occlusion. An interesting cause 
of obstruction of the common or pancreatic duct 
was an ascaris in one of the cases of pancreatitis in 
this series. In 13 of the 16 cases in the report, data 
revealed the presence of ascariasis and g of these 
were infested. 

There is no characteristic clinical picture of acute 
pancreatitis, nor are there pathognomonic physical 
findings. Of first importance is keeping the condi- 
tion in mind. Pain over the epigastrium and referred 
to the left flank or back with local tenderness strongly 
suggests the diagnosis. Abdominal pain was present 
in all of the cases in this series. Nausea and vomiting 
are frequently present. Abdominal] distention, 
jaundice, disturbed bowel function, and circulatory 
collapse are less common. 

The physical findings are as inconstant as the 
symptoms are variable. The pertinent ones are 
fever, elevated pulse, abdominal tenderness, rigidity 
and distention, altered peristalsis, a palpable ab- 
dominal mass, and discoloration of the skin. Tender- 
ness, the most important, was present in all of the 16 
cases reported and was confined to the epigastrium 
in 13 of the cases. 

The clinical diagnosis is correctly made only in a 
small percentage of cases. None in this series was 
made with certainty. Conditions most frequently 
causing confusion were perforated peptic ulcer, 
acute cholecystitis, acute appendicitis, and in- 
testinal obstruction. 

Many tests have been proposed to aid in the diag- 
nosis. Serum amylase is the most accurate single 
test and should be carried out in all cases of severe 
abdominal pain. A slight elevation may suggest 
pancreatic involvement secondary to pathological 
changes elsewhere, such as a perforated peptic ulcer. 
A normal or decreased blood amylase within 24 to 
72 hours after onset of the disease almost always ex- 
cludes acute pancreatitis. Ten of the patients in 
this series had serum amylase studies. The lowest 
value was 180 units per 100 c.c. on the third. day of 
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illness. In 5 patients the value was between 300 
and 400 units and in 4 above 600 units. 

It is generally believed that the serum amylase in 
patients with acute pancreatitis falls to normal 3 
or 4 days after onset of the illness, but this is not 
always true. Thus, a low value late in the disease is 
of no significance but a high value is still important. 
The serum lipase determination is also of value in 
the diagnosis and some authors believe an elevation 
of the serum lipase lasts longer than that of serum 
amylase. However, in this series the test was less 
sensitive, more time consuming, and not as satis- 
factory technically. Other aids in diagnosis are 
leucocytosis, hyperglycemia, and decrease of the 
serum calcium. The adrenalin mydriatic test of 
Loewi proved inaccurate and nonspecific in this 
series. The urine diastase test, used frequently in the 
past, remains a simple fairly accurate method which 
was positive in the ro patients tested. The urine 
amylase test was not as accurate. Occasionally, 
glycosuria was also present. Roentgenography was 
of the greatest value in this series in ruling out the 
presence of pneumoperitoneum. 

Conservatism is at present the universal choice of 
treatment of uncomplicated pancreatitis. The com- 
ponents of this treatment are: (1) the prevention of 
shock, (2) the suppression of the external pancreatic 
secretion, and (3) the prevention of infection. The 
most important factors in controlling shock are rest, 
heavy use of sedation, parenteral fluids, plasma, and 
blood. Morphine to control the pain should be 
used only in combination with antispasmodics to 
prevent spasm of the sphincter of Oddi. Suppres- 
sion of the internal pancreatic secretion is aided by 
not permitting food and fluids by mouth, by con- 
tinuous gastric decompression, and, some believe, by 
the use of atropine, ephedrine, or epinephrine. 
Splanchnic block has also been proposed to decrease 
pain and prevent ischemia of the pancreas, to relieve 
spasm of the sphincter of Oddi, and to reduce the 
pancreatic secretion. In this series it was not used 
nor have the authors had any experience in its use. 
Roentgen radiation has also been suggested by some 
authors. The antibiotics were used ‘to control in- 
fection. 

There are some authors who still favor surgery in 
all cases of acute pancreatitis to decompress the 
biliary tract, to rule out any acute biliary tract com- 
plication, to rule out other important intra-abdomi- 
nal conditions, and to establish biliary drainage. 
The cases reviewed came to operation in Io in- 
stances, and the authors feel that surgery is indi- 
cated when the diagnosis is in doubt (particularly 
when perforation of the hollow viscus cannot be ex- 
cluded), when evidence points to the necessity of 
drainage of the biliary tract because of infection or 
obstruction, when in the later stage of the disease 
the collection of exudate or pus in the lesser sac needs 
evacuation, and when there is needed correction of 
existing pathological conditions that may predispose 
to further attacks of acute pancreatitis after the 
patient’s recovery. 
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The treatment of acute pancreatitis should not 
end with the recovery from the acute attack. Many 
patients require drainage of an abscess in the lesser 
peritoneal sac. A pancreatic fistula may have to be 
considered, although such a fistula usually closes 
spontaneously. Recurrent attacks are not infrequent 
and certainly a thorough examination of the biliary 
and gastrointestinal tracts should be made when the 
patient has recovered from the acute attack. Dia- 
betes is also a factor following acute pancreatitis 
and must be watched for. 

Freperick C. Horset, M.D. 


Acute Primary Purulent Pancreatitis (Pancreatite 
purulenta aguda priméria). Bove. Rev. 
Hosp. clin., S. Paulo, 1951, 6: 17. 

The author feels justified in reporting this case be- 
cause of its rarity. Microscopic corroboration of this 
entity was obtained at surgery. Microscopic ab- 
scesses containing bile pigment were found. 

The author concludes that reflex of infected bile 
into the duct of Wirsung occurred because of defec- 
tive anatomy of the sphincter of Oddi. Anomalies of 
the pancreatic ducts, sclerosing papillitis of the 
sphincter, duodenal spasm, and obstructive lithiasis 
are all mentioned as possible etiopathologic factors 
favoring bile reflux. 

Therapeutically, the author recommends biliary 
drainage (preferably choledochostomy) to secure rest 
of the pancreas, combating of infection, and paren- 
teral nutrition. Papillectomy may be necessary to 
prevent recurrence. MIcvuEL Drosinsky, M.D. 


Two Cases of Benign Islet Cell Tumor of the Pan- 
creas, Insuloma Benignum (Dwa przypadki tagod- 
wy$piaka, insuloma benignum). LEON Zajac. 
Polski preegl chir., 1950, 22: 1055. 

Two cases of insuloma benignum which were given 
surgical treatment are reported. These seem to be 
the first such cases reported in the Polish national 
literature. The author also mentions 43 cases which 
he found in the literature available to him. Thirty- 
nine of these are analyzed in tabular form in the 
original text. 

The first of the author’s patients was a 27 year old 
woman, the daughter of a physician and a teacher 
of physical education. She had been a premature 
baby (7% months) and, although she apparently 
had developed normally, had suffered convulsions as 
a child and was subject to pavor nocturnus. She had 
always been very fond of sweets and was over- 
weight. Recently it had been noted that she re- 
quired more sleep than her sisters. An aunt had 
suffered of diabetes. 

For the past 2 years she had been suffering from 
attacks of sleeping; she could not be awakened in 
the morning and would sleep until noon. A late 
supper was the best protection against such attacks. 
During one such attack in the hospital the intra- 
venous administration of glucose brought immediate 
relief. Blood sugar determination showed 40 mgm. 
per cent blood sugar. 


Operation uncovered a cherry-sized tumor in the 
corpus of the pancreas. Removal of the tumor was 
facilitated by its heavy, capsulelike investment. 
Following the operation all symptoms disappeared 
and the blood sugar rose to above 100 mgm. per 
cent. Histologically, the tumor was found to be an 
insuloma benignum. 

The second case was that of a 56 year old woman 
whose symptoms had begun 3 years previously. Her 
symptoms consisted of salivation, sweating, pallor, 
loss of consciousness, and generalized convulsions. 
Her blood sugar was 48 mgm. per cent. Here again 
the intravenous administration of glucose brought 
immediate relief, but it did not prevent renewed 
attacks. 

At operation a small walnut-sized tumor imbedded 
in the parenchyma of the pancreas was uncovered 
at the point of transition between the body and 
tail of the organ. This tumor was also easily shelled 
out and its removal brought immediate and, so far 
as observed, lasting relief from the symptoms of 
hypoglycemia, the blood sugar remaining above 90 
mgm. per cent. Histologically, this tumor was 
found to be another insuloma benignum. 

Joun W. BRENNAN, M.D. 


Painful Functional Syndrome of Wirsung’s Duct. 
Dystonia of the Pancreatic Sphincter (Le syn- 
drome douloureux fonctionnel du canal de Wirsung 
dystonies du sphincter pancréatique). P. MALLET- 
Guy, J. Ferotp1, L. Duranp, and R. ALMASQUE 
Depev. Lyon chir., 1951, 45: 401. 


Cholangiography in the course of operation or 
during the postoperative period in a series of 173 
patients led the authors to the following conclusions. 
Reflux of the opaque medium into Wirsung’s duct 
suggested that a dystonia of this formation may be 
responsible for the painful pancreatic syndrome. 

In 33 patients with a typical picture of dystonia 
of the pancreatic sphincter the operative findings 
established the absence of organic lesions or demon- 
strated very slight changes. The reflux into Wir- 
sung’s duct is usually concomitant with manometric 
and roentgenographic evidence of hypertonus or 
hypotonus of the common duct and of the sphincter 
of Oddi. However, in 4 cases dystonia of the pancreatic 
sphincter was not accompanied by a similar condi- 
tion of the common duct. 

A study of biopsies established the presence of the 
following changes: 

1. Sclerosis, chiefly pericanalicular 

2. Intralobular fat droplets 

3. Acidophil cells in the pancreatic duct walls. 

The lesions were entirely different from those found 
in postedematous recurrent chronic pancreatitis. 
No changes could be detected in the blood vessels 
or nerves. 

If the pancreatic syndrome is associated with 
biliary dystonia, operative treatment such as sphinc- 
terotomy or right splanchnicectomy is efficacious. 
Otherwise, left splanchnicectomy may be of value. 

K. Narat, M.D. 
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An Uncommon Form of Surgical Splenomegaly: 
Giant Follicular Splenomegaly (Una forma non 
comune di splenomegalia chirurgica: definizione 
anatomo-clinica e quesiti interpretativi della “‘spleno- 
megalia giganto-follicolare”). Luic1 ToNELLI. Poli- 
clinico, sez. chir., 1951, 58: 1. 


The author reports 2 cases of follicular hyper- 
plastic splenomegaly analogous to the classical ob- 
servations of Ferrata and Introzzi. These probably 
represent the pure splenic form of follicular lympho- 
blastoma (Brill-Symmer’s disease). The clinical 
picture is not characteristic. There is a variable 
splenomegaly, a mild but not constant hypochromic 
anemia, and a discrete leucopenia with an absolute 
and relative lymphocytosis. With these findings a 
diagnosis of Banti’s syndrome is made and surgical 
intervention is indicated. 

The splenomegaly which may be marked, up to 
6,500 gm., is characterized by a numerical and 
dimensional lymphoid follicular hyperplasia. The 
lymph glands in the hilum of the spleen may also be 
involved when the more common splenoglandular 
form is present. Cases have been reported in the 
literature in which the patients lived more than 
8 years following splenectomy. In spite of this, 
roentgen therapy is indicated. 

In the classification of giant follicular spleno- 
megaly it is grouped with follicular lympho- 
blastoma. This is considered to be a true neoplasm 
or a particular form of lymphosarcoma. The malig- 
nancy is of an attenuated nature and the biologic 
development is protracted. Some authors consider 
the condition to be more like a reticuloendothelial 
neoplasm. 

Both of the author’s patients were operated upon 
and splenectomy was performed. The first died on 
the twenty-second day because of bronchopneu- 
monia. The second, with a history of healed bone 
tuberculosis, was well after 2 years. 

Lucian J. Fronpvutt, M.D. 


Primary Malignant Tumors of the Spleen; Statisti- 
cal Review and Report of a Case of Lympho- 
sarcoma. JuLEes D. Gorpon and Davin H. PALey. 
Surgery, 1951, 29: 907. 

Primary splenic neoplasms are rare. A review of 
the literature in 1943 revealed 170 cases, 34 of which 
were lymphosarcomas. The authors report a case 
of primary lymphosarcoma of the spleen and review 
the literature since 1943. They were able to find 18 
cases, 7 of which were lymphosarcomas. To date, 
therefore, the total number of primary malignant 
tumors of the spleen recorded is 189, of which 42 
were lymphosarcomas. 

These tumors are classified according to the three 
types of tissue in the spleen: (1) the fibrosarcoma or 
spindle-cell sarcoma from the capsular trabecular 
framework, (2) the large round-cell or reticulum-cell 
lymphosarcoma from the lymphoid elements, and 
(3) the endothelioma or angiosarcoma from. the 
vascular or sinus endothelium. The diagnosis of 
splenic tumors is difficult and may be delayed, which 
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makes the prognosis hopeless. Enlargement of the 
spleen, persistent or intermittent pain in the left 
upper quadrant, tenderness on pressure over the 
spleen, cachexia, and intermittent, irregular fever 
are the most common symptoms. The prognosis is 
usually rather poor. Approximately one-third of 
the cases reported to date have undergone splenec- 
tomy. The other two-thirds have been too far ad- 
vanced for operative procedures. The 4 year sur- 
vival rate following splenectomy is about 11 per cent. 
A case of primary lymphosarcoma of the spleen 
in a 68 year old white woman is reported. The pa- 
tient successfully survived splenectomy via a 
thoracoabdominal approach for 8 months following 
the second operation. Evidence of metastasis was 
present prior to her death. Curtis Artz, M.D. 


MISCELLANEOUS 


Surgery of the Hiato-Esophagean Syndrome (Chi- 
rurgie du syndrome hiato-cesophagien). M. MonteE- 
ZUMA DE CARVALHO. Arch. mal. app. digest.,:Par., 
1951, 40: 280. 

The author describes a condition which he terms 
the hiato-esophagean syndrome, observed at the 
hospital of the University of Coimbra, Portugal, 
which has not been reported in the literature pre- 
viously. It is caused by loss of the normal connec- 
tions between the cardiac portion of the esophagus 
and the diaphragm in the area of the hiatus. The 
outstanding symptoms are intermittent retrosternal 
pain, emesis, or regurgitation without vomiting, 
which is revealed only on x-ray examination. 

The syndrome can be differentiated easily from 
diaphragmatic hernia. Two x-ray tests are described, 
which are characteristic for the condition. One is the 
observation of reflux of the stomach content which 
does not go higher up than the level of the aortic 
arch. To demonstrate this phenomenon, it is neces- 
sary to use a very dilute barium solution; the pres- 
sure of the barium column must not surpass 8 to 12 


Fig. 1 (Carvalho). The connections between the hiatus 
and esophagus according to the schéma of Roux. 
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cm. of water. This phenomenon is invariably present 
in all cases. The other test is called the siphonage 
test. The patient is put in the position in which he 
feels the abdominal pain or malaise most strongly. 
This position varies in the individual case; it may be 
right or left lateral or dorsal, or even the Trendelen- 
burg position. After having swallowed the barium 
solution the patient drinks 100 to 200 c.c. of water. 
It can then be observed under the fluoroscope that 
the stomach content is siphoned into the esophagus 
without any contraction of the stomach. 

The anatomical substratum of the syndrome is 
discussed in detail. The connection between the 
diaphragm and the esophagus wall consists of a 
musculofibrous membrane of funnel shape, the basis 
of which originates from the diaphragm and inserts 
at the esophagus 1 or 2 cm. from the cardia. This 
membrane has been described under different names: 
membrane of Bertelli, sheath of Laimer, and muscle 
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of Rouget. It is 1% cm. long and % cm. thick 
This muscle prevents the displacement of the cardiac | 
segment of the esophagus towards the thorax. In 
hundreds of laparotomies, the author found this 
muscular membrane always to be present. In about 
80 per cent of cases it is not possible to introduce a 
finger between the diaphragmatic canal and the 
esophagus, and even in cases in which it is possible 
the finger is held back by this membrane and never 
reaches the mediastinum. 

Loss of this normal fixation of the cardioesophageal 
segment to the hiatus is the cause of the syndrome. 

The therapy consists of an operation which the 
author calls phreno-cardio-esophago-hiatopexy. After 
a thoracotomy at the level of the eighth interspace 
the diaphragm is incised and the cardiac segment of 
the esophagus is sutured to the hiatus. The author 
performed this operation in 13 cases with complete 
success. WERNER M. Sotmitz, M.D. 
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GYNECOLOGY 


UTERUS 


Colposcopic Diagnosis of Atypical Epithelium of 
the Cervixal Os, with a Discussion of American 
Methods (Die kolposkopische Diagnose des ~~ 
pischen Epithels am Muttermund unter Beruecksich- 
tigung der amerikanischen Methoden). H. H1nsEt- 
MANN. Deut. med. Wschr., 1951, 76: 512. 


Colposcopy, Schiller’s test, and the use of a coning 
biopsy curette are new methods for the detection of 
early carcinoma of the cervix. The endocervical 
curette may be replaced by the so-called “cone 
knife.” Papanicolaou’s stain has further enriched 
our diagnostic armamentarium. 

Joseru K. Narat, M.D. 


Clinical and Pathological Aspects of the So-Called 
Hematoma Mole of Breus (Aspetti clinici e ana- 
tomo-fisio-patologici della considetta ematomola di 
Breus). Prero Murti. Ann, ostet. gin., 1951, 73: 
3. 

This article is the result of a thorough survey and 
discussion of the literature dealing with the hema- 
toma mole and the observation of 16 cases within 5 
years at the Obstetrical Clinic of the University of 
Cagliari. During that period of time there were 
5,810 live births and 1,522 abortions. 

The hematoma mole is usually observed between 
the end of the second and the middle of the third 
month of gestation. The clinical course resembles 
that of an incomplete abortion, with vaginal bleeding 
of varying amount and duration, followed either by 
spontaneous expulsion of the mole or its removal by 
curettage. The specimen will consist of a mass of 
dark red placental tissue, measuring up to 10 cm. in 
diameter and showing a number of the characteristic 
elevated hematomas on the fetal surface. A fetus 
may not always be present, although remnants of 
umbilical cord may be found. The hematomas are 
surrounded by normal placental tissue. 

On close examination it appears that the hemor- 
rhagic process originates in the blood vessels of the 
decidua where degenerative changes can be observed, 
especially within the intima of the veins. The blood 
infiltrates and fills the intervillous spaces where it 
eventually coagulates. The organized hematoma 
protrudes on the fetal surface directly beneath the 
chorioamniotic membrane. The embryo perishes 
when the area of insertion of the umbilical cord 
becomes involved. Usually this occurs in the second 
or third month. Occasionally, when the vascular 
changes responsible for the intervillous hemorrhages 
initiate in more peripheral parts of the placenta, the 
embryo may continue its development until the 
fourth or fifth month. 

Although only 88 cases have been reported in the 

literature up to 1948, the author attributes the com- 
paratively high incidence of this type of mole (almost 


2 for each 1,000 pregnancies) to the high parity and 
the prolonged breast feeding of the women of 
Sardinia. Among the 16 cases in discussion, there 
was no nullipara or primipara and 11 of the patients 
have had an average of 6 pregnancies each. Nine 
women have been lactating from 15 to 24 months. 
The age of the woman is probably also a significant 
factor. In this series there were no patients less than 
20 years of age; 3 were between 20 and 30 years, 10 
between 30 and 4o, and 3 were more than 4o years 
of age. 

The prognosis for future pregnancies is good. Of 
7 patients in the younger age bracket 4 had normal 
pregnancies subsequently which all terminated with 
normal deliveries. HERBERT TEICHNER, M.D. 


Endometrial Carcinoma (Carcinoma del endometrio). 
NorMAnDOo ARENAS. Obst. gin. lat. amer., 1951, 9: I. 


Twenty-eight endometrial carcinomas of the 
uterus were treated at the Alvear and Zubizarreta 
Hospitals in Buenos Aires, during a period of 4 
years—from 1944 to 1948—when 62 women were 
treated for carcinoma of the cervix, and 4 were 
treated for cervical stump carcinomas. The total 
number of patients examined in the same period was 
2,857. 

As a rule endometrial carcinoma occurs later in 
life than cervical carcinoma, and is pre-eminently a 
cause of postmenopausal bleeding. The average age 
in the author’s series was 55 years. Generally, en- 
dometrial carcinomas are less malignant than car- 
cinomas of the cervix; subjective and objective 
symptoms appear late, and as they are frequently 
associated with the presence of uterine myomas the 
correct diagnosis is difficult. The most reliable 
method of diagnosis is histologic examination of 
material obtained by curettage. 

Although the author recognizes that intrauterine 
irradiation is very effective, because of the lack of 
material and trained personnel it was not applied in 
his patients. Roentgen rays were used in complement 
of surgical treatment, or in inoperable cases in which 
they proved to be of little value. The best results 
were obtained by total abdominal hysterectomy 
with bilateral extirpation of the adnexa. The mortal- 
ity from operation was about 8 per cent. 

Otca M. Harine, M.D. 


Carcinoma of the Corpus Uteri in Young Women. 
Matcotm B. Docxerty, St B. Lovetapy, and 
GLENN T. Foust, Jr. Am. J. Obst., 1951, 61: 966. 


It is conceded that whereas carcinoma of the 
uterine cervix affects women less than 4o years of 
age in perhaps 25 per cent of any sizeable group of 
cases, the uterine corpus maintains, on an average, 
an additional decade of relative immunity from 
malignant processes. The authors’ particular inter- 
est in this subject was stimulated by observing 
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several young women with uterine carcinoma who 
presented histories of amenorrhea and sterility, and 
also exhibited marked obesity, hirsutism, and hyper- 
tension. The lesions of the uterine corpus were 
unusual in that they featured a mixture of glandular 
cancer and squamous cell epithelioma, and the 
ovaries were relatively large and cystic with thick 
cortical rinds. 

After a careful screening process designed to 
delete cases with doubtful diagnoses and those in 
which no pathologic tissue was available for study, 
there remained for analysis 36 examples of bona fide 
carcinoma of the uterine corpus affecting women 
less than 40 years of age. The material, all of which 
was surgical, was gathered from the files of the 
Mayo Clinic from 1905 through 1944. Records on 
these cases were secured and scrutinized for data 
pertaining to family history, marital status, fertility, 
parity, age at onset of menarche, menstrual history, 
previous operation, and the story of the presenting 
illness. For physical findings, special emphasis was 
placed on the weight, height of the patient, presence 
or absence of obesity, and hirsutism. All blood 
pressure levels were recorded. Any notes made 
regarding positive findings on pelvic examination 
were carefully tabulated. Operative results were 
studied for gross description of pelvic organs which 
were not removed. Factual data relating to other 
forms of therapy, including preoperative and post- 
operative treatment with roentgen rays and radium, 
were recorded and correlated with follow-up studies 
to determine the prognosis. 

Of 1,694 patients with carcinoma of the uterine 
corpus, 36 (2.1 per cent) were less than 4o years of 
age. In this group of 36 patients, symptoms for the 
most part were menstrual and featured irregular 
menometrorrhagia, often with amenorrhea, leucor- 
rhea, and related difficulties, all more or less in- 
tractable to ordinary therapeutic measures. Anemia 
was paradoxically rare. It is to be emphasized that 
these commonplace symptoms were oftentimes 
caused by malignant change in the endometrium. 
Early and repeated curettage along with vaginal 
smear studies are accordingly indicated in young 
patients suffering from such symptoms. 

Clinically, obesity with sterility, a high incidence 
of hypertension, occasional hirsutism, and diabetes 
were prominent features. Seven of the 36 patients 
studied exhibited features of the Stein-Leventhal 
syndrome. The possibility of carcinoma of the 
uterine corpus complicating this syndrome has not 
received sufficient emphasis. 

Pathologically, the uterine growths were not re- 
markable except for an increased incidence of malig- 
nant adenoma. Microscopically, a surprisingly large 
number of the lesions were adenoacanthomas. A 
high incidence of associated fibromyoma, myohy- 
pertrophy, endometrial hyperplasia, cervical gland- 
ular metaplasia, and cystic ovarian changes possibly 
indicated the existence of chronic hyperestrogenism. 
We have no direct evidence that such a condition 
existed. In at least 6 specimens proof of recent 
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ovulation was afforded by a study of the endome- 
trium and of the ovaries. . 

Treatment should consist of total abdominal 
hysterectomy followed by postoperative therapy 
with radium or roentgen rays, or both. The employ- 
ment of small doses of radium as a means to control 
bleeding is to be decried until the presence of carci- 
noma has been ruled out by diagnostic curettage. 
The authors’ evidence, however, did not support 
the view that radium so employed had actually 
induced the development of carcinoma. 


Newer Concepts of the Early Stages of Carcinoma 
of the Cervix and Their Clinical Recognition. 
- B. GusBerc. Med. Clin. N. America, 1951, 35: 
47+ 

Probably the most important advance in the con- 
trol of cancer of the cervix in the last decade has 
been the development of early diagnosis so that now 
preclinical detection of the lesion is almost common- 
place. Formerly it was customary to suppose that a 
lesion 1 cm. in diameter or less was an “early” one, 
but it is admitted at present that such a carcinoma 

may have been present for some time. 


INTRAEPITHELIAL CARCINOMA 


Cervical carcinoma is an actively aggressive disease 
only in its terminal phases. Surface growth (pre- 
invasive carcinoma), which precedes invasion, is 
slow and may continue for 5 or 10 years before 
invasion occurs. This intramucosal carcinoma is 
characterized by cellular changes throughout all 
layers of the cervical epithelium. Histologically, 
loss of polarity and stratification, hyperchromatic 
and abnormal nuclei, an increased nuclear-cyto- 
plasmic ratio, and an increase of mitotic figures (some 
of which are atypical) are found. The malignancy 
may even follow the columnar epithelium into the 
glands. If the basement membrane is broken, how- 
ever, the carcinoma is no longer preinvasive but 
invasive. 

‘Although other investigators have postulated an 
increasing order of severity from preinvasive carci- 
noma to glandular involvement and stromal in- 
vasion, the author does not believe this to be neces- 
sarily so. He also calls attention to the “stripping 
phenomenon” (lack of adhesiveness of the epithe- 
lium to the underlying stroma) both on clinical 
biopsy and histologic sectioning. The lesions orig- 
inate in the region of the squamocolumnar junction 
even though this area, of course, rarely coincides 
with the exact anatomical location of the external 
cervical os. In the author’s experience, invasion is 
more often found on the canal side. It is of sig- 
nificance, especially when one plans treatment on a 
single punch biopsy, that intraepithelial carcinoma 
is present at the margins of a frankly invasive growth. 

Preinvasive lesions may regress, but the assump- 
tion that they are related to truly invasive carcinoma 
and may progress to become the latter is based on 
three lines of evidence: coexistence of their surface 
with that of the invasive cancer, findings of mi- 
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croscopic invasion with lesions of a generally intra- 
mucosal pattern, and the increasing number of re- 
ports of surface carcinomas without treatment that 
have progressed to actual clinical cancer. 


BASAL CELL HYPERPLASIA 


This lesion (also known as cervical anaplasia or 
metaplasia and to be distinguished from squamous 
metaplasia) is characterized by truly malignant 
changes in the basal layers. The surface cells have 
matured normally. About 50 per cent of the author’s 
cases of preinvasive carcinoma had contiguous areas 
of basal cell hyperplasia, and in the European litera- 
ture there are reports of the latter converting into 
the former. The lesion, however, may be a reversible 
one, and certainly no radical treatment is indicated. 
On the other hand, the patient should be followed 
up closely. 

DETECTION 

A careful history is still traditionally and actually 
of great importance. Intermenstrual bleeding, 
whether of contact or spontaneous origin, and change 
in the character or quantity of vaginal discharge 
should both demand further investigation. As one 
would expect, many intraepithelial cancers are 
asymptomatic. 

Neither should pelvic examination including the 
use of a speculum be omitted. Intraepithelial car- 
cinoma may be present in a normally appearing 
cervix, an erosion, an apparent cervicitis, or in an 
area resembling leucoplakia. 

Cytologic techniques, whether the cells be obtained 
by vaginal or endocervical aspiration or cervical 
scraping, have opened up a new era in early cancer 
detection of approximately go per cent accuracy in 
cervical malignancy. Laboratory personnel inter- 
preting the smears should be full-time on the work 
and well trained. They should not be overburdened 
and should spend from 15 to 20 minutes per slide. 
Cervical as well as vaginal smears are desirable, and 
repeat smears in suspicious cases should be a matter 
of routine. Biopsy, preferably by circumferential 
sampling, should precede any therapy. 

Cervical scraping with the wooden spatula of 
Ayre, the spoon of Novak and Schiller, or the gel- 
foam sponge of Gladstone is at times valuable. It 
is midway between smear and biopsy, lacking the 
cell clarity of the smear and the orientation pattern 
of the other. 

Schiller’s iodine solution furnishes an easy means 
of distinguishing normal from abnormal epithelium. 
It does not differentiate cancer from noncancer but 
merely indicates areas from which biopsies should 
be taken. 

Punch biopsy done frequently and enthusiasti- 
cally cannot fail to uncover early lesions. It finds its 
greatest use in securing a sample of a suspect area. 
Quadrant biopsies are even more valuable, but the 
author favors a coning biopsy to study the complete 
Squamocolumnar junction. A special biopsy instru- 


ment is employed. There is minimal discomfort and 


little bleeding. A cotton tampon or oxidized cellu- 


= is placed against the cervix following the proce- 
ure. 

Using these techniques, 10 early cancers (either 
preinvasive or early invasive) and ro instances of 
basal cell hyperplasia were found among 500 women 
over 35 years of age. WarrEN R. Lane, M.D. 


Considerations of 60 Cases of Cancer of the Uterine 

(Considérations sur 60 cas de cancer du col 

utérin). Paut and Etre Monnover. Acta 
chir. belg., 1951, 50: 138. 

A series of 60 cases of cancer of the uterine cervix, 
treated in exactly the same manner by the authors 
from June, 1947 to 1950, is reported. 

The treatment consisted of 

1. Biopsy. 

2. Local treatment as to cleanliness and paren- 
teral penicillin injections. 

3. Vaginal curietherapy. Two tubes of 15 mgm. 
of radium emanation, were filtered through 1.5 mm. 
of platinum and 1 mm. of gold, protected by rubber, 
and fixed in each cul-de-sac. In exceptional cases, 
three tubes of 10 mgm. of radium emanation in each 
cul-de-sac and one tube in front of the cervix were 
used. The 30 mgm. were left in place for 7 days. 

4. Intrauterine curietherapy. Two tubes of 15 
mgm. or three tubes of 15 mgm. (according to the 
length of the uterine cavity) were placed in file. 
The 30 mgm. were left in place for 7 days. 

The radium tubes were held in place by a tampon, 
the vagina having previously been saturated with 
sulfonamide powder. An indwelling catheter was left 
in the bladder during the entire treatment. 

The patients received from 400,000 to 800,000 
units of penicillin daily for 14 or 15 days. 

5. From the fourth to the eighth week, comple- 
mentary roentgen therapy was given according to 
the demands of each individual case. 

Histologically, 53 of the 60 lesions were more or 
less differentiated epidermal epitheliomas. Two were 
glandular epitheliomas, one occurring after a glandu- 
lar epithelioma of the right breast. Five were of a 
hyperplastic, vegative, or ulcerohemorrhagic form 
of doubtful malignant nature (one of them was fol- 
lowed by parametrial and vertebral metastasis). 

Clinically, 14 of the 60 cancers were limited to the 
cervix; 2 had doubtful parametrial extension. 

Twenty-three of the cancers had definitely in- 
vaded one of the parametria, while there was 
doubtful invasion in 4 other cases. 

Fourteen cases showed definite invasion of both 
parametria. 

Three cases showed involvement of the vagina, 
rectum, and bladder. 

Eighteen cases presented complications following 
treatment in the form of pelvi-iliac extension of the 
cancer. Four cases developed distant metastases, 
2 without local recurrence and 2 with pelvic exten- 
sion of the cancer. Localization of metastasis oc- 
curred in 1 case each in the mediastinal glands, the 
—_ and neck, the vertebral column, and in the 
emur. 
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Following treatment of the 16 patients in whom 
the cancer was limited to the cervix, 1 patient died 
of the cancer and 15 patients (93%) were apparently 
cured. 

Of the 27 patients with invasion, t with invasion 
of the parametria, 9 patients died of the cancer and 
14 patients (52%) were apparently cured. Of the 
remaining 4, 2 are living but not cured, 1 died of an 
intercurrent disease, and one was lost sight of. 

Of 14 patients in whom both parametria were in- 
volved, 7 died of the cancer, 1 died of an intercurrent 
disease, and 6 (43%) were apparently cured. 

Of the 3 patients with vaginal, rectal, or vesical 
involvement, none were cured as all died of the 
cancer. 

In résumé, of the 60 patients with cancer of the 
uterine cervix treated in this series, 35 are well, 2 
died from intercurrent disease, 2 are living but not 
cured, and 1 has been lost sight of. Twenty died of 
the cancer. 

From this series, it is concluded that radium is the 
treatment of choice for cancer of the uterine cervix. 

Certain cases in which there is true or suspected 
parametrial involvement might be benefited by pel- 
vic exploration and adenectomy. 

In anurias and grave uremias following blockage 
of the ureters from pelvic extension of the cancer, 
the authors perform low unilateral or bilateral ure- 
terostomy with surprising palliative results. 

Attention is called to a procedure of differential 
diagnostic value in determining the presence of pel- 
vic extension of the cancer or parametritis. The 
latter reacts admirably to intracervicouterine injec- 
tions of aqueous penicillin solutions. 

BLACKWELL Markuas, M.D. 


Supracervical Hysterectomy and Carcinoma of the 
Cervix. CHartes H. Henpricxs. J. Am. M. Ass., 
146: 

Of 28 patients with carcinoma of the cervical 
stump seen at the Gynecological Tumor Conference 
of the Ohio State University Hospital, Columbus, 
during a 10 year period, 22 had the onset of symp- 
toms of cervical carcinoma more than 5 years after 
they were subjected to subtotal hysterectomy. The 
findings in the cases of these patients agreed basic- 
ally with those reported in larger series. 

Six cases of carcinoma of the cervical stump were 
presented in which the carcinoma was already 
present at the time of supracervical hysterectomy. 
In at least 2 of these cases the diagnosis was made 
by pathological examination of the subtotally re- 
moved uterus, which indicated that a cut had been 
made across an active cervical neoplasm in the 
course of the operation, and tended to promote wide 
and rapid spread of the neoplasm. In 3 cases biopsy 
of the cervix was not done, in spite of persistent 
postoperative bleeding, until 3, 6, and 11 months, 
respectively, after the hysterectomy. Although a 
residual carcinoma was known to be at the vaginal 
apex in 1 case, no irradiation therapy was instituted 
until 7 months after the operation. The stated 
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indication for operation in each case was either 
uterine hemorrhage or uterine fibroids. Fibroids ' 
entered into the preoperative diagnosis in 5 of the 
6 cases. Although uterine fibroids rarely lead to 
uterine bleeding postmenopausally, 1 patient under- 
went subtotal hysterectomy as a result of this 
diagnosis without ever having had a cervical in- 
spection,. 

The authors stress the fact that the prevention of 
some of these surgical catastrophies could have been 
assured by simply a look at the cervix. Biopsy of 
the cervix is a simple office procedure, and it should 
be used liberally in order to make available the 
histological diagnosis of a questionable cervical 
lesion by the time the patient is admitted to the 
hospital. 

The routine employment of dilatation and curet- 
tage immediately prior to any pelvic laparotomy is 
too often neglected. This procedure can be accom- 
plished with a minimum of time and effort at the 
time of preoperative catheterization. If dilatation 
and curettage had preceded laparotomy in these 
patients, there would have been an excellent chance 
in each case of making a correct tentative diagnosis 
prior to the laparotomy. If at that time inspection 
of the cervix had not led to a biopsy of the lesion, 
then the free bleeding resulting from the cervical 
dilatation would have aroused the operator’s sus- 
picion. 

In summary, the authors state that these case 
histories re-emphasize the fact that the first thought 
in the presence of vaginal bleeding should be not 
hysterectomy but the accurate diagnosis of the 
primary condition. Ety Ettiotr Lazarus, M.D 


Contribution to Our Knowledge of Endometrial 
Sarcomas (Contributo alla conoscenza dei sarcomi 
dell’ endometrio). GrusepPpE REBAUDI. Ann. ostet. 
gim., 1951, 73: 157- 

Sarcoma is one of the less frequent uterine tumors, 

It may be secondary, developing from a degenerat- 


‘ing fibroma, or primary in an otherwise normal 


uterus. Primary sarcomas, which account for about 
one-third of these tumors, may originate in the 
myometrium or in the endometrial stroma: the latter 
type are quite rare. 

In the 2 cases reported by the author, the first 
woman had a supracervical hysterectomy and a left 
salpingo-oophorectomy for multiple uterine fibroids 
and left hematosalpinx. Histological examination 
revealed a diffuse mixed-cell sarcoma of the endome- 
trium. Postoperatively, the patient received deep 
x-ray therapy for a total of 6,000 roentgens. 

In the second case the diagnosis of endometrial 
sarcoma was made after a diagnostic curettage for 
menopausal bleeding. A total hysterectomy with 
bilateral salpingo-oophorectomy was done. 

; Both patients were in good health several years 
ater. 

The author discusses in detail the clinical, patho- 
logical, and therapeutic aspects of this malignant 
tumor. HERBERT TEICHNER, M.D. 


pk 


GYNECOLOGY 469 


ADNEXAL AND PERIUTERINE CONDITIONS 


Tumors of the Ovary. (Tumores do ovdrio). F. DE 
FREITAS StmGEs. Cadernos cient., 1951, 2: 635. 


The author describes tumors of the ovary with 
specific hormonal effects, differentiating the feminiz- 
ing from the virilizing group. He contends that the 
granulosa cell tumors have a questionable feminizing 
effect and that the luteomas should be classed under 
the virilizing group. 

His histochemical investigations disclosed the 
presence of lipoids of a doubly refractile type, that 
is, cholesterol and cholesterol esters, in the cyto- 
plasm of the thecomas, and in lesser quantities extra- 
cellularly in granulosa cell tumors. However, these 
lipoids were present only when the tumors exerted 
profound feminizing effects and therefore they 
constituted a measure of the estrogenic activity. 
Thus, in thecomas, without hormone activity the 
lipoids were absent, but in granulosa cell tumors 
with feminizing activity the lipoids were detected. 
These were so-called “impure granulosa cell tumors.” 
The author considers granulosa cell tumors and 
thecomas as tumors with individualized characters 
but of the same origin. They are histologically 
and also functionally different, as the author doubts 
that pure granulosa cell tumors have the estrogenic 
or feminizing effects which the thecomas have. 

Under the virilizing tumors the author includes 
the arrhenoblastomas, the luteomas, and the hyper- 
nephromas. It is, of course, known that the classi- 
fication of ovarian tumors leaves much to be desired, 
but the histochemical approach may elucidate a 
better basis for classification. 

MicvuEt Drosinsky, M.D. 


EXTERNAL GENITALIA 


Malignant Myoblastoma Vulvae. WittiAm P. Sap- 
LER and Matcotm B. Docxerty. Am. J. Obst., 1951, 
61: 1047. 


In 1926 Abrikossoff described a new oncologic 
entity which he termed ‘“‘myoblastoma” because of 
a striking resemblance between its constituent cells 
and embryonic striated elements, commonly desig- 
nated as “myoblasts.”” These tumors occur most 
frequently in voluntary striated muscle, especially 
of the tongue, but they also occur beneath the skin 
and mucous membranes where normally there is no 
voluntary muscle. Appearing as poorly encapsu- 
lated, small, solitary, painless lumps usually not 
exceeding 2.5 to 3 cm. in diameter, their cut surface 
exhibits a whitish coloration and a firm elastic con- 
sistency. Microscopically, they display large gran- 
ular eosinophilic cells which resemble myoblasts, 
and a subdivision has been made, based on the 
presence or absence of uniformity of cell size. Thus 
“uniform” and “pleomorphic” cell types of myo- 
blastoma are terms in common usage. About 80 
per cent are benign and 20 per cent are malignant. 

The tongue appears to be by far the commonest 
site of involvement (34.1 per cent), with the skin 


(9.6 per cent), breast (7.9 per cent), subcutis, 
maxilla, and muscle contributing examples about in 
the order named. 

An unusual malignant vulvar tumor is described 
which the authors consider to be a pleomorphic 
myoblastoma. In its recurrence and metastasis the 
neoplasm exhibited transitions to an angioblastic 
type of growth. Such metaplasia can be satis- 
factorily explained on a theory of origin from an 
ancestry of pluripotent mesenchymal cells. Five 
other vulvar myoblastomas which came to their 
attention were all of the uniform cell type and all 
proved to be benign. 


MISCELLANEOUS 


Our Knowledge of the Menstrual Cycle, 1910-1950. 
GrEorRGE W. CornER. Lancet, Lond., 1951, 260: 919, 
This article, a lecture delivered at Guy’s Hospital, 
is not a formal review but rather a sketch of the 
progress of our knowledge of the menstrual cycle as 
observed by the author. No attempt is made to 
mention contributors systematically and the facts 
discussed are now of common knowledge. 

The author discusses the fact that the necessity 
of the presence of ovarian tissue for menstruation 
was not appreciated until 1793. In the latter part 
of the nineteenth century and the first decade of the 
twentieth century, it was thought that the human 
menstrual cycle was similar to the estrus cycle in 
the lower animals. Two German gynecologists, 
Schroeder and Meyer, worked out the pattern of the 
human cycle, and established that menstruation, far 
from being the analogue of the estrus cycle, actually 
occurs at the end of the corpus luteum phase, and 
that ovulation takes place at about the middle of the 
intermenstrual stage. 

Typical menstruation occurs, among infrahuman 
mammals, only in the anthrapoid apes and the Old 
World monkeys, and intensive studies of these ani- 
mals has paved the way to a fuller understanding of 
the human menstrual cycle. 

Discussed briefly in the lecture is the riddle of 
anovulatory menstruation, endocrine control of the 
endometrium, and the purpose of menstruation. 

The physician desiring insight into the research 
and studies leading to the modern concepts of human 
menstruation will find this a most instructive and 
interesting article. Ety Euiotr Lazarus, M.D. 


Evolutionary Phases of the Endometrium in the 
Course of the Menstrual Cycle; A Critical 
Study and Commentaries on Schroeder’s 
Description with an Explanation of Some 
Anomalies (Phases évolutives de l’endométre au 
cours du cycle menstruel; Etude critique et com- 
mentaires sur le tableau de Schroeder. Explication de 
quelques anomalies). M. G. Dusreuit and R. 


Dancoumau. Gyn. obst., Par., 1951, 50: 19. 


The authors describe and elaborate on Schroeder’s 
description of the menstrual cycle and point out 
some anomalies in the changes in the endometrium. 
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Histological studies were made on the endometrium 
and ovaries simultaneously. The changes are ex- 
plained in most of the cases by alterations in the 
ovarian and hormonal cycles. 

The principal anomalies of the endometrial cycle 
are: (1) the prolongation of the proliferative phase 
to the end of the cycle, and (2) the prolongation of 
the secretory phase to the end of the cycle. The 
authors conclude: 

1. The estroprogestative phase is frequently re- 
placed, especially in the second half of sexual life, 
by a prolonged follicular phase, identifiable by 
especial morphological characteristics. 

2. The estroprogestative phase exists, but the 
progestative gland is poorly formed and appears to 
be inactive. 

3. Endometrial deficiency results most often from 
a fault of the ovary, that is, nonformation or a 
poorly formed progestative gland. 

Tuomas C, Dovuctass, M.D. 


Clinicoanatomical Contribution to the Knowledge 
of Meigs’ Syndrome (Contributo anatomo-clinico 
alla conoscenza della sindrome di Meigs). Piero 
PARACCHI. Amn. ostet. gin., 1950, 72: 1285. 


Benign ovarian fibroma plus ascites plus hydro- 
thorax, commonly called Meigs’ syndrome, is dis- 
cussed in an extensive review of the literature, and 3 
cases from the National Institute for the Study and 
Care of Tumors, Milan, are presented. All 3 cases 
were typical in that they presented the original triad 
and the patients were cured by the removal of the 
tumor. One of the patients had had repeated 
thoracentesis without lasting relief, which is ex- 
pected; another was only 20 years old, which is rare. 
In 2 cases there was an inflammatory reaction of the 
peritoneum in the region of the tumor. Analyses of 
the ascitic fluids revealed them to be transudates, 
and in the cases presented the thoracic and abdom- 
inal fluids were essentially identical. 

The etiology of the ascites and hydrothorax is dis- 
cussed and various theories are presented, but the 
solution is left unanswered. The exhaustive review 
of the literature revealed that the syndrome should 
include not only benign ovarian fibromas, but be- 
nign pelvic tumors. When the triad was generalized 
in this regard the author found 33 cases with ovarian 
fibromas, 9 cystadenomas, 3 theca cell tumors, 3 
granulosa cell tumors, 2 uterine fibromas, 2 ovarian 
tumors with thyroid structure, and 1 case of a Bren- 
ner tumor. 

It is reaffirmed that this syndrome, although rare, 
should be known to all gynecologists, surgeons, and 
general practitioners, because paracentesis is useless 
and the patient will go downhill and die from hypo- 
proteinemia, whereas surgical removal of the tumor 
will effect a cure. 

It is also revealed that this syndrome was precisely 
described by Pascale at the National Congress of 
Surgery, held in Naples in 1888, wherein he pre- 
sented 4 cases and stated that paracentesis was inef- 
fective, but that surgical extirpation of the tumor 
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would cure. This report was apparently overlooked 
when the syndrome was given its name. 
N. CurisTIAN MEyeEr, M.D. 


Double Surgical Equipment in Operations for 
Hernias of the Cul-de-Sac of Douglas (La chir- 
urgie a deux équipes dans le traitment de l’élytro- 
céle delafemme adulte.) J. Barsut. Sem. hép. Paris, 
1951, 27: 1607. 

Hernias of the cul-de-sac of Douglas have received 
but little attention in the literature. The condition 
was first described by Ebner and Zuckerkandl and 
consists in a prolapse of the cul-de-sac of Douglas 
which causes traction on the posterior surface of the 
cervix and on the anterior wall of the rectum. The 
lesion is of importance for two reasons: it not in- 
frequently accompanies uterine prolapse following 
childbirth and it stands out as a causative factor in 
the prolapse of virgins. 

The treatment is surgical. There are two ac- 
cepted methods: the first employs the vaginal route, 
while the second is an intra-abdominal procedure. 
A combination of these two approaches was em- 
ployed by the author and his coworkers. Barbut 
reports on 5 cases successfully treated by simul- 
taneous abdominal and perineal intervention. 
He claims that the use of his procedure facilitates 
the reduction of large hernias with adhesions and 
gives excellent results in 100 per cent of his cases. 

Oxca M. Harine, M.D. 


The Clinical Significance of the Paraurethral Ducts 
and Glands. W. Hurrman. Arch. Surg., 
1951, 62: 615. 

The normal female urethra is surrounded by a 
labyrinthine mass of paraurethral tubules, canali- 
culi, and glandular elements which are homologues 
of the prostate gland. While they are vestigial in 
the female, they may at times give rise to pathologic 
entities of clinical significance. 

A study of the detailed anatomy of the paraure- 
thral structures is presented. Instead of Skene’s 
concept of two paraurethral tubules, the number 
varies greatly from six to thirty-one. They are com- 
monly limited to the distal half. The paraurethral 
ducts terminate in branched tubular glands which 
are lined for the most part by columnar epithelium. 
“Skene’s ducts” are paraurethral ducts and are dis- 
tinguished from the other paraurethral ducts only 
by their size and location. The ducts and glands are 
graphically represented by a drawing of a wax model 
of an adult human urethra. 

Certain details of examination are described which 
are helpful in detecting lesions of paraurethral duct 
or gland origin. 

Infection of the paraurethral ducts invariably ac- 
companies acute gonorrheal urethritis and may 
persist as an undiscovered source of reinfection dur- 
ing the latter stages of the disease. However, chronic 
infections in these structures as sequelae of gonor- 
rheal urethritis are seldom seen since the advent of 
modern chemotherapeutic and antibiotic agents. 
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The paraurethral ducts and glands may act asa_ Primary Carcinoma of the Female Urethra with 


nidus for many chronic nonspecific infections in the 
female urethra. In such cases stripping of the 
urethra will result in the expression of several drops 
of pus. In chronic cases of long duration, inflam- 
matory thickening of the periurethral tissues may 
develop. Such periurethritis may simulate a neo- 
plasm. The paraurethral ducts may at times harbor 
Trichomonas vaginalis, which would explain one 
factor in persistent reinfections of the vagina. 

These glands and ducts are frequently the site of 
small abscesses, and less frequently of larger ab- 
scesses. They may rupture into the urethra and 
eventually become urethral diverticula. In rare 
cases rupture may be into the vagina with the forma- 
tion of a chronically draining sinus in the urethro- 
vaginal tissues. 

Cystic dilatation of one of the paraurethral ducts 
is common. Occasionally these cysts may be larger 
and produce tumefaction. They seldom give symp- 
toms. They are typically located in the midline in 
the anterior vaginal wall. This location distinguishes 
them from mesonephric (Gaertner) duct origin or of 
paramesonephric (Mueller) duct origin, which ducts 
are in the lateral or anterolateral vaginal wall. 

Neoplasms with glandular elements of the female 
urethra are comparatively rare. Although caruncles 
occasionally contain paraurethral glands, inflam- 
mations of the paraurethral ducts and glands are 
not a factor in the development of caruncles. 

Adenomas of the female urethra are infrequent. 

It is generally accepted that adenocarcinoma of 
the female urethra originates in the paraurethral 
glands. The similarity between adenocarcinoma of 
the female urethra and carcinoma of the prostate 


has been pointed out. The disease is rare and is 


usually one of later life. The most common place 
for the first appearance of all types of carcinoma of 
the female urethra is immediately within the meatus. 
The neoplasm may appear as an ovoid or polypoid 
dark red mass arising from the floor of the urethra 
and protruding from the meatus. It may also be a 
slowly developing collar-like growth in the deeper 
tissues, completely surrounding the urethra without 
early ulceration. 

Congenital defects and obstetrical trauma have 
frequently been given as causative factors in the 
production of urethral diverticula. It appears more 
logical to assume that acquired diverticula arise 
— retention cysts that rupture into the urethral 
umen. 

Urethrovaginal fistulas, other than those of trau- 
matic origin, are rare lesions. A paraurethral duct 
abscess rupturing both into the urethra and into 
the vagina may create such a fistulous tract. Inci- 
sion of a suburethral abscess connected with the 
urethra may establish a fistula. Trauma to, or 
severance of, a paraurethral duct at the time of an 
operation on the anterior vaginal wall undoubtedly 
is an explanation for some of the urethral fistulas 
which follow urethrocele repair and excision of 
urethral diverticula. T. Firoyp Bett, M.D. 


Metastases. J. S. E1senstarpt. Am. J. Surg., 
1951, 81: 612. 

There are two main types of carcinoma of the 
female urethra, namely, the vulvourethral type in 
which the lesion has its origin in the squamous cell 
epithelium of the vulva and then progresses to in- 
volve the urethral meatus and tube, and carcinoma 
which begins in the urethra per se. In the latter 
type, with which we are presently concerned, there 
are two main subtypes, the ulcerative which first 
manifests itself as a malignant ulcer usually in the 
floor of the urethra, and the indurative which occurs 
as a periurethral induration along part or along the 
entire course of the urethra. This is the less com- 
mon form and ulceration, if it occurs at all, is a late 
manifestation. Three cases, the basis of this article, 
all belonged to the latter type and in each instance 
the condition had been present many months. The 
vulvourethral type is of much greater malignancy 
than true urethral cancer. 

Carcinoma of the urethra is more common in 
women than in men. Vulvourethral carcinoma oc- 
curs more frequently than true urethral carcinoma. 
In advanced cases the exact origin cannot be deter- 
mined. The average age of the patients is over 50. 

The distal two-thirds of the urethra are lined with 
squamous epithelium similar to that of the vagina. 
The lining of the proximal one-third gradually 
merges into the vesical type of epithelium. The ac- 
cessory glands of the urethra are lined with columnar 
epithelium of the secreting type. 

Lymphatic vessels are numerous in the submucosa 
and drain into the inguinal nodes from the distal 
portion and into the deep pelvic nodes from the 
proximal portion. 

Microscopically, these neoplasms are found to be 
of varying types. Squamous cell carcinoma is most 
frequent. The columnated cell type, both simple and 
adenocarcinoma, is encountered. Mucoid carci- 
noma, transitional cell types, and undifferentiated 
types all occur. 

Metastases occur frequently and about one-third 
of the patients first seeking consultation already 
present enlarged inguinal nodes. 

Although the focal lymph nodes will be the first 
and most likely seat of carcinoma metastases, sub- 
sidiary and collateral nodes may also be involved. 

The subjective symptoms in early cases of ure- 
thral carcinoma are usually so slight as to be over- 
looked or ignored by the patient. The most com- 
mon early symptoms are painful micturition, diffi- 
cult urination or retention, and bleeding. 

There is practically no difficulty in diagnosis if the 
history, and the palpatory and urethroscopic find- 
ings are characteristic. If there is any doubt, the 
following must be ruled out: a primary lesion of 
syphilis, other venereal ulcers, granuloma inguinale, 
lymphogranuloma venereum, tuberculosis, stric- 
tures, and other inflammatory conditions. 

Local tenderness is often present and dyspareunia 
occurs in the presence of the more superficial growths. 
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Some patients call attention to the presence of a 
swelling in the region of the urethra or even in the 
groin when inguinal metastases have occurred. In 
the majority of patients when first seen the patho- 
logic condition represents an advanced stage of the 
disease although the complaints are of short dura- 
tion. 

Objective findings usually lead to the correct 
diagnosis. In some instances the lesion may be seen 
projecting from the urethral meatus, and in the in- 
filtrative type one may readily palpate per vaginam 
a cordlike thickening along the entire or partial 
course of the urethra. The ulcerative type may be 
recognized by urethroscopic examination with 
biopsy under anesthesia. 

Enlarged inguinal lymph nodes are present in 
from one-fifth to one-third of the patients seen at 
first examination. This enlargement may be due to 
secondary infection of the neoplasm rather than to 
metastasis. Carcinoma of the urethra grows slowly. 

Three case reports of primary carcinoma of the 
urethra are presented with a discussion of the treat- 


ment now in vogue and of anticipated modes of 
treatment. 

In the 3 cases treatment consisted of irradiation 
which is described in detail. At this moment this 
treatment has the support of excellent surgeons. 

The author discusses treatment under three 
techniques: (1) surgical removal of the lesion by 
sharp dissection, electrosurgery, or diathermic cau- 
terization, (2) removal of the entire urethra by sur- 
gical excision leaving an incontinent bladder, and 
(3) the transplantation of the ureters into the sig- 
moid and later radical excision or resection of the 
neoplasm. 

Because of the numerous techniques recommended 
and the infrequency of the lesion, the surgeon may 
be confused as to the best procedure for the patient. 
The author feels that removal of the regional nodes 
should not be delayed until they are obviously in- 
volved. It may be that before long the standard 
treatment for carcinoma of the female urethra will 
really assume a radical character. 

T. Fioyp Bett, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


How May the Results of Eclampsia be Improved? 
(Wie lassen sich die Ergebnisse der Eklampsiebe- 
kaempfung guenstiger gestalten?) Th. HEYNEMANN. 
Geburtsh. & Frauenh., 1951, 11: 289. 


Infection, hemorrhage, and toxemia compose the 
triad responsible for the greatest number of maternal 
deaths in pregnancy. Infection has decreased and at 
present toxemia is the most frequent cause in most 
clinics. The author cites the very excellent results 
in American institutions in which eclamptic deaths 
are few. In most instances, however, there has been 
prenatal care and this in itself tends to make 
eclampsia less severe. He believes that the reason 
for a larger percentage of deaths from toxemia in 
Germany is the lack of adequate prenatal super- 
vision. 

In general, the same principles of therapy have 
been followed as in the United States. Conservative 
management has been the rule. Prenatal visits have 
been stressed as far as possible. With pre-eclampsia, 
bedrest and the usual dietary precautions are ad- 
vised. Fat is avoided. The pulse and blood pres- 
sure are checked frequently. The urinary output is 
watched. Amino acids are occasionally administered 
parenterally, but hypertonic sugar is given more 
frequently. Blood transfusions are sometimes used. 

Eclampsia is treated similarly but more vigorously. 
Conduction methods of analgesia, such as spinal and 
caudal anesthesia, are sometimes of value but the 
blood pressure fall should be followed carefully. 
Cesarean section has been reserved for severe pre- 
eclampsia and eclampsia after they are under con- 
trol. There are some instances when this rule should 
be broken. Circulatory collapse and anuria are 
the most common causes of death. Birth of the baby 
usually improves both of these. Pneumonia is less 
frequent since the sulfonamides and antibiotics are 
available. Anuria is treated conservatively, but 
renal decapsulation and peritoneal lavage are re- 
sorted to when necessary. 

Prophylaxis is still the keynote of control in pre- 
eclampsia and eclampsia. WarreN R. Lane, M.D. 


The Surgical Management of Bleeding of Late 
Pregnancy. ZrepH J. R. HOLLENBECK and JAMES 
H. Wittiams. Am. J. Obst., 1951, 61: 1012. 


_ This study of the surgical management of bleed- 
ing in late pregnancy was undertaken to evaluate 
cesarean section as a method of delivery of patients 
with premature separation of the placenta. In- 
cluded in this series are cases of placenta previa, 
which, incidentally, emphasize the important danger 
of error in the differential diagnosis of these con- 
ditions. 

__ The method of choice in the treatment of abruptio 
placentae obviously depends upon the consideration 


of the dangers to the mother and her infant. The ar- 
guments which have been advanced against cesarean 
section as the treatment for this condition are those 
of increased maternal mortality and the limitation 
of subsequent childbearing. These dangers have 
been lessened by modern surgical technique, anesthe- 
sia, and preoperative and postoperative care. The 
time factor is important to the mother in regard to 
hemorrhage and shock, and to her infant in regard 
to anoxia. The picture is complicated further by an 
unavoidable error in the differential diagnosis of 
abruptio placentae and placenta previa. 

In this series of moderate and severe cases the 
fetal survival rate was 37.8 per cent. Among these 
patients with premature separation of the placenta 
who were delivered by cesarean section there was 
no incidence of maternal death. 

Ex.iott Lazarus, M.D. 


Rupture of the Umbilical Cord During Pregnancy. 
Report of a Case. H. SwANBERG and N. WiovIsT. 
Acta obst. gyn. scand., 1951, 30: 323. 


Injury to the umbilical cord during parturition is 
rare but a sizable literature has developed; however, 
injury to the cord during pregnancy is extremely 
rare, only 2 cases having been reported (Meyer, 
1897 and Ruether, 1939) prior to the authors’ case. 

A review of the subject of rupture of the umbilical 
cord during parturition is given and the authors 
state that although rupture of the cord can be sus- 
pected, it is diagnosed accurately with great diffi- 
culty or not at all. The uncertainty of diagnosis is 
still greater during pregnancy. 

The authors review Koepp’s article giving a sur- 
vey of the factors involved in this condition. They 
also review the cases of Meyer and Ruether in some 
detail. A report of the authors’ case follows, in 
which a peculiar insertion of the cord into the 
placenta (insertio funiculi furcato) was present and 
the rupture occurred in one branch of the umbilical 
vein close to the placenta. A philosophical dis- 
cussion as to the probable causes is included. 

Byrorp F. Heskett, M.D. 


LABOR AND ITS COMPLICATIONS 


The Influence of Face Presentation on the Course 
of Labor, with Special Regard for the Dangers 
Threatening Child and Mother (Wplyw ulozenia 
twarzowego na przebieg porodu; ze szczegélnym 
uwzglednieniem niebezpieczefistw grozacych ptodom 
i matkom). Bruno WRANKA. Gin. polska, 1950, 
a8: §36. 


A study of the Polish medical literature shows the 
incidence of face presentation to range from 0.36 
to 0.79 per cent among the total number of births. 
Among 11,243 births at the Obstetrical and Gyne- 
cological Clinic of the University of Cracow, 45 face 


473 


474 


presentations occurred. This is a ratio to normal 
deliveries of 2 to 250, or 0.4 per cent. 

With reference to the etiology, it was found that 
26 (57.8 per cent) of the face presentations occurred 
in primiparous women. This predominance in the 
primipara seems to refute the theory of the too 
roomy uterus and birth canal with failure of the 
fetus to fill it snugly. The theory regarding the pos- 
sibility of physiologic disproportion between the 
fetus and the maternal parts due to the size of the 
fetus was also refuted because the majority of the 
face presentations occurred in children which had 
been carried to term (93.3 per cent) and in children 
who weighed more than 3,000 gm. (31 instances, or 
68.9 per cent). In one instance the child weighed 
more than 4,000 gm. 

The only instance favoring the hypothesis of 
physiological disproportion was the single instance of 
twin pregnancy, in which the face presentation de- 
veloped in the second twin. Here it is admitted 
that the birth of the first twin may have distended 
the birth tract to such an extent that the faulty 
posture of the descending head of the second twin 
was not corrected. 

Thirty-seven of the children were born spon- 
taneously without any attempt at changing the 
position of their heads. In 20 cases there was not 
the slightest evidence of any injury to the maternal 
birth tract. In the remaining 17 mothers, first or 
second degree perineal ruptures occurred, pre- 
dominating in the primiparas. In only 8 cases was 
there any necessity to suture the perineum. 

In 8 of the face presentations delivery was made 
operatively. There were 5 low forceps deliveries, 1 
podalic version in a case with mentoposterior posi- 
tion, 1 expression (of a macerated fetus), and 1 
cesarean section. There were 2 fetal deaths, that of 
the macerated fetus and that of the fetus delivered 
by podalic version, and 1 maternal death (the 
mother of the macerated fetus). One of the low 
forceps deliveries was made in the case with the 
mentoposterior position and the head was rotated 
to a mentoanterior position by means of the low 
forceps with successful delivery of a living.child. 

Thus, it is seen that the results here reported 
are not so different from those current in the litera- 
ture, and the author agrees with the majority that 
it is better to leave the delivery in face presentation 
to the forces of nature unless some immediate indi- 
cation for surgery to terminate the labor develops. 

Joun W. BRENNAN, M.D. 


Rupture of the Uterus. Wooparp D. BEAcHAM and 
Dan W. Beacuam. Am. J. Obst., 1951, 61: 824. 


Cases of uterine rupture should be divided into 
two major groups: cesarean and noncesarean. In 
either category the rupture may be induced (when it 
is due to oxytocics or to mechanical means to ac- 
complish delivery) or spontaneous. Uterine rup- 
tures should be further classified into complete or 
incomplete, in accord with continuity of the rupture 
into the peritoneum. 
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MORTALITY OF UTERINE RUPTURE 


Maternal Fetal 
Per cent 


Per cent 
Spontaneous..... 

Induced 

Spontaneous..... 

Induced 


Ninety-six cases of ruptured uterus were observed 
at the Charity Hospital in New Orleans from 1913 to 
1950, during which time there were 127,522 deliv- 
eries (an incidence of 1 to 1,328). However, while 
during the first 12 year period from 1913 to 1925 the 
incidence was 1 to 467, it dropped to 1 to 1,776 for 
the last 12 year period from 1938 to 1950. Although 
increasing parity is an important predisposing fac- 
tor, there were 5 primigravidas in this series. More 
than half of the cases (52) occurred in the 21 to 30 
year age group. There were 37 white and 59 negro 
patients. 

Twenty-three patients had previous cesarean sec- 
tions of which 19 were of the classical, and 3 were of 
the lower segment type. One patient had first a 
classical section which was followed by a lower seg- 
ment section, 2 vaginal deliveries, and again a lower 
segment section; finally, 20 years after the first and 
3 years after the last section, the uterus ruptured at 
the site of the classical incision. It is very significant 
that 6 of these 23 patients undergoing cesarean sec- 
tion were not in labor at the time of rupture. Sixteen 
patients were beyond the thirty-sixth week of preg- 
nancy, but 3 were between the thirty-first and thirty- 
fifth weeks and 4 only between the twenty-sixth and 
thirtieth weeks. Rupture of a uterine scar may 
occur even if the previous section was performed with 
perfect surgical technique and an uncomplicated 
postoperative course. In this group 6 mothers and 
14 infants died. 

Twenty-nine women had spontaneous noncesarean 
uterine rupture, resulting in 13 maternal and 24 
fetal deaths. Mechanical causes, such as twin preg- 
nancy, malpresentation, cervical myoma, con- 
tracted pelvis, hydrocephalus, and prolonged labor, 
were responsible in a number of the cases; other 
factors involved were toxemia, placenta previa, and 
previous curettage. 

The greatest number of uterine ruptures (44) 
occurred in the noncesarean group in which labor 
was induced, and all of them were attributable to 
obstetric procedures such as the use of forceps, ver- 
sion and extraction, and breech extraction. In sev- 
eral cases pituitary extract was used in conjunction 
with these procedures. This group also claimed the 
highest mortality—27 mothers and 35 infants. 

This grave complication should be preventable. 
Patients with previous section require special atten- 
tion from the first prenatal visit. A history of myo- 
mectomy, uterine curettage, and previous difficult 
labors should put the obstetrician on guard. Oxy- 
tocics and manual or instrumental intervention must 
be resorted to only in the presence of strict in- 
dications. 
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The treatment of a ruptured uterus is based on 
active therapy to combat shock followed by prompt 
hysterectomy. Large blood transfusions, oxygen, 
antibiotics, and immediate surgical intervention will 
further reduce the mortality of this complication. 
HERBERT TEICHNER, M.D. 


NEWBORN 


Asphyxia Neonatorum Treated by Electrical Stimu- 
lation of the Phrenic Nerve. K. W. Cross and 
P. W. Roserts. Brit. M.J., 1951, 2: 1043. 


Electrical stimulation of the phrenic nerve in the 
neck through the intact skin has recently been re-in- 
troduced as a method of artificial respiration. In 
1927 it was reported that the shocking coil could be 
used for the resuscitation of newborn infants, and 
the impression was that the results obtained were 
favorable. With modern equipment it is possible to 
obtain a controlled and smoother contraction of the 
diaphragm than was previously possible. 

The authors, in this article, describe an instru- 
ment which is capable of performing artificial resus- 
citation when electrodes are applied to the neck over 
the site of the phrenic nerve. The treatment of 
asphyxia neonatorum with this instrument in 29 
patients is described. The amount of current used 
in this instrument was considerably larger than that 
required for an adult. Because of this the infants 
were examined and followed rather carefully to see 
if there were any signs of permanent injury from the 
high dosage. No ill effects attributable to phrenic 
nerve stimulation or any other abnormalities which 
may result from the survival of a severely cyanosed 
child could be found in this series. 

Results of this study indicate that the method has 
promise, but more experiments are needed. Sugges- 
tions are made along these lines. 

Harry Fietps, M.D. 


Personal Studies with Reference to the Time for 
Detaching the Umbilical Cord in the Newborn 
(Zagadnienie wlaSciwej chwili od epniania nowo- 
rodkéw). Jé6zEF MusiATowicz. Gin. polska, 1950, 
21: 642. 


During the last war the question came up as to the 
advisability of using the placental blood obtained by 
early cutting of the umbilical cord as a means of 
building up blood banks for purposes of emergency 
blood transfusion. The writers who advocated this 
procedure seemed not to have considered that the 
loss of this blood might have adverse effects on the 
child so deprived. 

In a study of 120 newborn infants, the author con- 
cludes that the placenta provides the infant with 
about 90 gm. of blood and that 50 per cent of this 
quantity is transfused into the infant from the pla- 
centa in the first minute following birth. 

This physiologic transfusion of the infant from 
the placenta is at times observable even after the 
cord is no longer visibly pulsating. This additional 
transference of blood is ascribed to the uterus con- 
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tracting down on the contained placenta. No particu- 
lar credence is given to the theory of aspiration of the 
blood from the placenta by the fetal circulatory 
system as a means of filling the newly opened blood 
vessels of the expanding lung coincidental with the 
infant’s first inspiration. No essential difference in 
the behavior of the body weight of the newborn was 
noted between the children born in asphyxia (those 
who did not draw a breath for a minute or longer 
following birth) and the infants taking their first 
deep breath immediately at birth. How important 
this supplemental blood may be in stimulating and 
assisting the processes of oxygenation in these 
asphyxiated children is obvious. Just as obvious 
should be the significance of the iron available to the 
infant in the hemoglobin of this supplemental blood. 
The mother’s milk does not provide an adequate 
source of iron for the daily needs of the infant and 
the deficiencies must be made up from the child’s 
own physiologic stores. 

All these considerations are especially significant 
in the case of the premature child. In the premature, 
the quantity of blood in the placenta as compared 
with that in the infant’s body is relatively greater 
during the latter part of pregnancy than it is at full 
term. 

The author, however, has not been able to detect 
a transference of blood to the child from the placenta 
after this organ has been extruded from the uterine 
cavity into the vagina. He accepts the signs of 
Schroeder, Ahlfeld, Klein, Colman, and Mikulicz- 
Radecki as affording sufficiently accurate evidence 
of the completion of the placental separation and the 
extrusion of that organ into the vagina. 

From the results quoted by other writers, and the 
deductions provided by his own material, the author 
concludes that the early cutting of the navel cord, 
or even its separation immediately after the cessa- 
tion of pulsation in the cord, may deprive the infant 
of as much as 100 c.c. of blood—blood which is 
rightfully his—and that such deprivation is the 
equivalent of subjecting him to a severe hemorrhage. 
Joun W. BRENNAN, M.D. 


The Serologic Diagnosis of Erythroblastosis of the 
Newborn (Die serologische Diagnose der Erythro- 
blastose am Neugeborenen). H. Bernpt and F. 
FELDMANN. Geburtsh. & Frauenh., 1951, 11: 351- 


Early diagnosis of newborn erythroblastosis is still 
difficult as the newborn may seem normal at birth 
but within a short time develops evidence of severe 
hemolytic disease. Therapy, especially exchange 
transfusion, is indicated before irreversible damage 
has occurred. The authors believe that the answer 
to this problem lies in serologic examination of the 
blood of the newborn. 

Serologic diagnosis has been approached from 
various angles. The so-called conglutination reaction 
has the disadvantage that it may be negative in the 
presence of erythroblastosis. The reason for this is 
not thoroughly understood. The conglutination 
test (method of Dahr) was tried in 14 Rh-erythro- 
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blastic cases. In 3 instances the test was negative 
although the diagnosis was certain both clinically 
and by the Race-Coombs test. : 

The authors believe that the Race-Coombs test 
(with antiserum globulin) done on cord blood im- 
mediately postpartum is the most reliable method of 
early diagnosis available at the present time. Re- 
sults are obtainable in jo or 12 minutes. No arduous 
or specialized procedures are involved. So far as a 
correlation of the degree of reaction and the severity 
of the disease process is concerned, this must await 
further investigative work. 

WarreN R. Lane, M.D. 


MISCELLANEOUS 


The Obstetrical Evaluation of the Pelvis, with 
Special Reference to Roentgenology. Howarp 
C. Motoy and Cuartes M. STEER. Med. Clin. N. 
America, 1951, 35: 771. 

The authors discuss two classifications of the 
female pelvis now in use. The most comprehensive 
of these is that of Caldwell and Moloy. By this 
classification four parent types are recognized: gyne- 
coid, android, anthropoid, and flat (platypelloid). 
Mixtures of these types are common. Thoms has 
classified pelves according to a “pelvic index” (rela- 
tionship of the length of the anteroposterior to the 
widest transverse diameter at the inlet) and divides 
pelves into four groups: dolichopellic, mesatipellic, 
brachypellic, and platypellic. This classification 
omits the so-called masculine type of pelvis. The 
disadvantage of the Thoms classification of the 
pelvic index is the inability to delineate the variable 
point of intersection of the widest transverse diam- 
eter with the anteroposterior diameter at the inlet. 
In both classifications the characteristics of the mid 
and low pelvis are described with reference to the 
splay of the side walls, the size of the pubic arch, 
and the sacral angle and curvature. 

Clinical examination of the pelvis should not be 
neglected since from it one may infer the morpho- 
logic characters of the inlet. In this connection it 
is significant that: (1) a wide subpubic arch is com- 
monly associated with a flat pelvis or large varieties 
of the other groups, (2) a narrow subpubic arch with 
converging side walls and narrow interspinous and 
intertuberous diameter suggests an anthropoid type 
of pelvis, (3) convergence of the side walls is often 
associated with a narrow retropubic inlet angle, 
(4) a short diagonal conjugate with a wide subpubic 
arch and large interspinous and intertuberous diam- 
eters means a flat pelvis, and (5) moderate restric- 
tion in the diagonal conjugate with slight restriction 
in the lower transverse diameters suggests an android 
or small gynecoid pelvis. 

The authors state that clinical pelvimetry is 
incomplete with mere estimation of the often men- 
tioned diagonal conjugate alone since one should 
also determine the interspinous diameter, the size of 
the subpubic arch, and the relationship of the sacral 
tip to the interspinous diameter. 


The authors believe that the ideal arrangement 
for film interpretation consists of a combined report 
made by obstetric and roentgenologic residents 
under supervision. Roentgenologic methods are used 
to determine the attitude, presentation, and descent; 
to measure the cardinal diameters of the pelvic 
cavity; to approximate the fetal head size; to esti- 
mate quantitatively the cephalopelvic disproportion; 
and to study the pelvic morphology. 

The Thoms technique gives an optimum view of 
the pelvic inlet and in principle has gained wide 
acceptance. By this method a grid is used to 
determine the size and contour of the inlet. A 
lateral film is also taken with a gluteal fold marker. 
In only about 20 per cent of the cases, however, is it 
possible to determine the head size accurately. This 
is so since the head is usually rotated and the 
shadow consequently gives results 1 to 3 mm. larger 
than the true diameter of the head. 

Moloy described the precision stereoscope tech- 
nique to give an adequate inlet view, to study inlet 
morphology and the head position, to measure the 
cardinal diameters, and to estimate the cephalo- 
pelvic disproportion. Films taken include anter- 
oposterior stereoroentgenograms, a standing lateral 
film with a marker in the genital fold, and a view of 
the subpubic arch. The precision stereoscope af- 
fords a reconstruction of a three dimensional image 
of the head and pelvis. Films are usually taken a 
week before term or in early labor because the fetal 
head is then fixed and there is no movement between 
the exposures. 

Ball and Marchbanks, in 1935, made a pioneer 
contribution with their volumetric concept for meas- 
uring degrees of cephalopelvic disproportion. How- 
ever, the influence of the pelvic shape in prognosis 
cannot be ignored. Several attempts have been 
made to circumvent this latter difficulty. With the 
precision stereoscopic technique, progress has been 
made in the utilization of cardboard circles to “fit” 
the inlet area and then the employment of a disc 
(diameter of the biparietal diameter). The diameter 
of the head is subtracted from the diameter of the 
circle for the inlet and the difference is obtained. If 
the difference is 1 cm. or less the probability of 
cesarean section is 5 to 1 (absolute disproportion). 


/At the midpelvis, where it is not possible to fit a 


circle, an estimate of disproportion is obtainable by 
subtracting the diameter of the fetal head from the 
individual diameters of the midpelvis. 
Roentgenologically, one may justly question how 
high a degree of accuracy is necessary since more 
than roentgenologic evaluation is required. Cesa- 
rean section is becoming increasingly safer, but 
uterine ruptures still occur with subsequent preg- 
nancies, and adhesions still form. It is wise, there- 
fore, to perform cesarean section only when there is 
certainty of disproportion, and this requires an 
accurate, detailed x-ray investigation. Without this, 
some unfortunate patients will spontaneously deliver 
a child with or without injury in the presence of 
disproportion. Roentgenography will at least un- 
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cover such cases and allow labor to be conducted 
with a greater appreciation of the dangers involved. 
Warren R. Lane, M.D. 


Clinical and Roentgen Pelvimetry: A Correlation. 
Joun E. Savace. Am. J. Obst., 1951, 61: 809. 


This report is based on 200 cases followed up in the 
dystocia clinic of the Department of Obstetrics of 
the University of Maryland School of Medicine, 
Baltimore. Patients are referred from the prenatal 
clinic for evaluation when there is clinical evidence 
of an abnormal pelvis, or a history of previous dysto- 
cia, cesarean section, or unexplained stillbirth. De- 
tailed pelvic estimation is made and, if indicated, 
x-ray pelvimetry is ordered near term. External 
mensuration of the pelvic inlet is not practiced in 
this institution, but considerable importance is at- 
tributed to the clinical measurement of the bi- 
ischial diameter (transverse diameter of the outlet), 
because clinical contraction of this diameter is asso- 
ciated with midplane contraction in 1 of every 3% 
cases, and with inlet contraction in 1 of every 3 cases. 
At about 38 weeks the patient is re-examined, her 
x-ray films are reviewed, and the prognosis of her 
anticipated labor is recorded. 

One hundred and sixty-two patients were referred 
to the dystocia clinic because of the clinical im- 
pression of contracted pelvis. On x-ray pelvimetry 
only 79 (42.5%) were found to have a contracted 
pelvis, with Mengert’s indices of below 125 and 
105 for the pelvic inlet and midplane, respectively. 
Correlation of the type of contraction and the in- 
cidence of dystocia shows the significance of the 
midplane as a factor in dystocia: dystocia was en- 
countered in 42.8 per cent of the patients with inlet 
contraction only, in 52.6 per cent of those having 
inlet and midplane contraction, and in 66.6 per 
cent of those with midplane contraction only. 

In tabulating the incidence of dystocia according 
to the morphologic classification of Caldwell and 
Moloy, it appears that operative delivery became 
necessary in about 41 per cent and 42 per cent of 
the gynecoid and anthropoid pelves, respectively. 
There was an equal incidence of operative and nor- 
mal deliveries in the platypelloid pelves, while 
dystocia occurred in 55 per cent of the android type 
of pelves. 

Cesarean section was performed in 16 per cent of 
the cases seen in the dystocia clinic, half of which 
were repeat sections, against a total section inci- 
dence for the entire institution of just below 3 per 
cent. 
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The clinical diagnosis of the pelvic type was con- 
firmed by x-ray pelvimetry in 62.5 per cent of the 
cases. Most frequently misdiagnosed clinically was 
the anthropoid pelvis which was recognized correct- 
ly in only 18 of 409 cases. 

The outcome of labor was predicted correctly by 
the dystocia clinic in 95 per cent of the cases. The 8 
incorrect estimates consisted of anticipated vaginal 
delivery, instead of which abdominal delivery had 
to be performed. The x-ray department’s predic- 
tions were correct only in 88 per cent of the cases. 
Among the 20 cases erroneously prognosticated, 
there were 17 in which section had been anticipated 
but vaginal delivery was accomplished, and 3 cases 
in which the opposite situation occurred. Thus, the 
value of correlating clinical and x-ray findings, as 
well as of the trial of labor is well demonstrated, be- 
cause, if these cases had been managed solely on the 
strength of the x-ray pelvimetry, it is possible that 
17 additional and unnecessary sections might have 
been performed. HERBERT TEICHNER, M.D. 


A Morphologic and Topographic Study of the 
Sacrum from the Obstetrical Point of View 
(Etude Morphologique et topographique du sacrum 
considérée du point de vue obstétrical). MAURICE 
MAYER and FRANcis Morin. Sem. hop. Paris, 1951, 
27: 993- 

Stimulated by the work of Thomas and others, the 
authors have studied exact roentgenologic profiles of 
the pelvis to determine its form and structure, par- 
ticularly as it relates to obstetrics. Forty-six x-ray 
studies were made. 

The anterior aspect of the sacrum was studied to 
determine exactly the position of the promontory, 
its relation to the superior inlet, and the depth of the 
curve (fleche). Sacral length was shown to have no 
relation to the curve. All variations were shown. 

The relation of the sacrum to the pelvic girdle was 
studied to determine the angle of inclination of the 
pelvic inlet. 

Further studies on the relation of the sacrum to 
the vertebral column were made. 

Finally, the structure of the sacral canal was de- 
termined and variations were said to account for the 
20 per cent failure of continuous caudal anesthesia. 

Two large classes of sacrums are described—the 
concave sacrum and the flat sacrum. 

The authors believe that these studies are impor- 
tant with regard to the mechanism of engagement 
and intrapelvic rotation. 

Tuomas C. Dovuctass, M.D. 
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The Use of Dibenamine and Norepinephrine in the 
Operative Treatment of Pheochromocytoma; 
Report of 2 Cases. GrorceE F. CAHILL and JAMES 
C. MonteitH. N. England J. M., 1951, 244: 657. 


The authors present 2 cases of pheochromocytoma 
with sustained blood pressure simulating malignant 
hypertension in one and a paroxysmal type of attack 
in the other. Dibenamine was administered to both 
patients in the immediate preoperative period, and 
norepinephrine was used in both cases immediately 
after operation with good results as it maintained 
stable blood pressure levels by increasing the peri- 
pheral resistance without increasing the cardiac out- 
put or producing arrhythmia. 

While the best agent to distinguish persistent 
hypertension due to pheochromocytoma which was 
developed to date was benzodioxane (piperidyl- 
methylbenzodioxane or 993F), a new adrenolytic 
agent has appeared—dibenamine (dibenzylbeta- 
chlorethylamine hydrochloride). The action of the 
latter is more prolonged than that of benzodioxane, 
lasting from 24 to 72 hours. The recommended dose 
is between 5 and 7 mgm. per kgm. of body weight, 
given in an infusion of from 300 to 500 c.c. of saline 
solution, which should take at least an hour for 
total infusion. It is valuable, because of its pro- 
longed depressor effect, during and prior to manip- 
ulation of the tumor. Furthermore, norepinephrine 
does not significantly alter the cardiac output (as 
does epinephrine) but increases the over-all periph- 
eral resistance significantly. No side effects such 
as flushing, arrhythmias, and palpitations occur. 
Therefore, norepinephrine in doses of 4 mgm. in 
1,000 c.c. of saline solution is the better agent to 
use during the operative and postoperative period. 
The infusion is continued for 24 hours after opera- 
tion, with careful control by means of frequent 
blood pressure readings. 

RosEnsBLoom, M.D. 


Operation upon a Pheochromocytoma (Operation 
eines Phaeochromocytom). FrELIx MANpDL. Wien. 
med. Wschr., 1951, 101: 232. 


The author presents a report of a pheochromocy- 
toma in a man 40 years of age. Diagnosis was based 
on the history of sudden attacks of hypertension and 
on the positive histamine test. Severe shock oc- 
curred only 15 minutes after the end of the operation, 
and the patient remained in a critical condition for 
9 hours afterward. Adrenalin, adrenal cortex, and 
blood transfusions were without effect during this 
episode. The later postoperative course was un- 
eventful. 

Commenting on the case, the author states that 
two types of clinical symptoms can be caused by 
pheochromocytoma: sudden attacks of hypertension, 


and chronic hypertension without attacks. In 51 
patients whose cases are recorded in the literature, 
only 14 had attacks of hypertension, whereas 37 had 
chronic hypertension without attacks. The author 
surmises that numerous cases diagnosed as essential 
hypertension may in reality be caused by a pheo- 
chromocytoma, and could be cured by removal of 
the tumor if the correct diagnosis were made. 
WERNER M. Sotmitz, M.D. 


Pheochromocytoma; Anesthetic Management Dur- 
ing Surgical Treatment. Vircrinia Apcar and E. 
M. Papper. Arch. Surg., 1951, 62: 634. 


The authors state that the problems in anesthetic 
management during the operative treatment of 
pheochromocytoma are concerned largely with the 
physiological effects of the excessive secretion of 
epinephrine and arterenol during excision and the 
sudden circulatory depression which occurs after 
extirpation of the secreting mass. The greatest pit- 
fall in anesthetic management is the development of 
anoxia which stimulates secretion of the adrenal 
medulla even more than the abnormal situation 
already present. Some causes of anoxia during 
anesthesia are excessive doses of depressing drugs, 
an inadequate airway, shallow ventilation, high 
spinal anesthesia, and marked reduction in the blood 
pressure. The patients are peculiarly sensitive to 
any stress placed on the circulatory dynamics. They 
tolerate postural changes poorly, so that at present 
anesthesia is induced and maintained in the position 
of operation, usually the supine for a transperitoneal 
approach. The excessive quantities of circulating 
medullary hormone are potential causes of fatal 
cardiac arrhythmias in the presence of anesthetic 
agents likely to sensitize the myocardium, such as 
cyclopropane and chloroform. An endotracheal air- 
way is essential, because of the possibility of a 
traumatic pneumothorax. The tumor, during opera- 
tion, must be isolated from the systemic circulation 
by a minimum of manipulation to avoid flooding 
with epinephrine and arterenol. A safe method of 
anesthesia which satisfies most requirements is a 
tranquil induction of thiopental sodium followed by 
maintenance with ether given through an endo- 
tracheal airway. An intravenous drip is established 
and benzodioxan may be administered to reduce 
paroxysmal hypertension occurring during surgical 
manipulation. After excision of the tumor, hypo- 
tension may occur from removal of autogenous 
epinephrine and arterenol. For this phase, arterenol 
(4 mgm. per liter) or neosynephrine (20 mgm. per 
liter) is utilized; these are satisfactory pressor agents 
and have less cardiac effect than epinephrine. 

This management is based upon the observation 
that the serious and fatal consequences of pheo- 
chromocytoma are associated with the excessive 
secretion of epinephrine and arterenol. While the 
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tumors are usually benign patholegically, they are 
physiologically malignant. If the tumor is not re- 
moved, death from a cerebrovascular accident or 
cardiac failure with pulmonary edema as the end 
result of paroxysmal hypertensive disease can be 
expected within 10 years from the onset of the 
symptoms. Outstanding clinically, in the picture, 
is the hypertension, usually paroxysmal but occa- 
sionally consistently high, especially in children. 
Sweating is universal and frequently severe. During 
the attacks, there is evidence of peripheral vasocon- 
striction. Other symptoms are headache, vomiting, 
and a sense of impending death during the acute 
episodes. Objectively, there is an elevated body tem- 
perature, elevated basal metabolic rate, postural ta- 
chycardia, postural hypotension, increased fasting 
blood sugar level, and a diabetic dextrose tolerance 
curve. Of the various diagnostic tests, there are three 
which are simple and accurate. Intravenous adminis- 
tration of ro mgm. of benzodioxan per square meter of 
body surface in a period of 1 minute will reduce the 
blood pressure sharply in a patient with pheochro- 
mocytoma (because of the adrenolytic action of the 
drug), while in a normotensive person or one with 
essential hypertension there is little or no change 
with benzodioxan. This test is almost specific. 
Secondly, hypertensions caused by a pheochromo- 
cytoma do not have a positive reaction to the cold 
pressor test. Thirdly, a patient with pheochromo- 
cytoma will show a typical paroxysmal hypertensive 
crisis when 0.05 mgm. of histamine is injected intra- 
venously, whereas the elevation in tension in patients 
who have hypertension from other causes is con- 
siderably less. 


The authors’ report is based upon 12 operations 
on 10 patients; 8 survived. Four patients with un- 
suspected pheochromocytoma were operated on for 
other lesions, and, in addition, 14 other patients 
were explored without demonstration of the tumor 


at operation, Davi M.D. 

A Contribution to Our Knowledge of the Meso- 
nephron and Anlage of the Metanephron 
(Beitrag zur Kenntnis der Urniere und der Anlage 
der Nachniere). F. OEHLECKER. Chirurg, 1951, 
22: 157. 

The author presents the record of a patient in 
whom a preoperative diagnosis was impossible and 
who, in addition to the verified acute cholecystitis, 
suffered from a condition of the right kidney which 
had been traced toa faulty anlage of the metanephron. 

A 55-year-old business man had a history of inter- 
mittent complaints pertaining to the right upper 
quadrant of his abdomen which were associated with 
dietary or alcoholic indiscretions. A gastrointestinal 
x-ray study made 11 years prior to the present com- 
plaint was reported as negative. X-rays revealed 
two sharply localized spherical masses with calcified 
walls and a smaller, bean-sized body of similar type 
in the right lumbar region. 

_ The present illness developed suddenly with high 
fever, chills, and right upper quadrant pain of 
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cramplike character. The pain radiated to the right 
kidney region and this region was as tender as the 
right upper quadrant. The urine was acid with a 
trace of albumin and bilirubin. In addition, urates 
and a few red as well as white blood cells were pres- 
ent. The sedimentation rate was 7/22 and the white 
blood cell count was 18,600. In view of the calcified 
cysts, it was impossible to determine whether para- 
nephritic abscess or acute cholecystitis was the cause 
of the attack. Cystoscopy was omitted because of 
the seriousness of the case. Exploration of the right 
renal fossa failed to reveal a kidney and only two 
hard spherical structures were removed. Thereafter 
an acutely inflamed gall bladder was removed. The 
patient recovered. 

There were no abnormalities of the testes, epi- 
didymides, vasa deferentia, or prostate gland. An 
old cystoscopy record indicated a shallow groove 
instead of a right ureteral orifice. 

Examination of the two spherical structures dis- 
closed calcified walls and a content of detritus and 
cholesterol. The calcified area consisted partly of 
true bone; well preserved smooth muscle fibers and 
numerous small vessels were found. In some sections 
tubules and cysts were seen lined with cuboidal 
epithelium and containing a colloidlike substance, 
suggestive of remnants of a renal anlage. 

The author then quotes a similar case reported by 
Paetzel. A 47-year-old man suffered from right lower 
quadrant pains with a palpable tumor in the right 
renal fossa which revealed roentgenologically four 
calcified spherical masses of the size of small apples. 
A ureteral catheter could be passed for only a few 
centimeters and no renal function was present. A 
large retroperitoneal tumor on the right side was 
removed; it had no vascular connection with the 
aorta and contained 4 large, and 1 or 2 small 
calcified cysts filled with detritus, and the ureter 
ended blindly above the bladder. 

In order to understand the condition in his own 
and in Paetzel’s case, the author reviews in detail 
the embryology of pronephron, mesonephron, and 
metanephron. 

He takes issue with Paetzel’s interpretation that 
the calcified cysts are remnants of the pronephron 
because this organ appears and disappears com- 
pletely in a very early embryological period. It is 
confined to the cervical region and does not extend 
caudad beyond the first thoracic segment. A late 
developmental arrest prevents the junction between 
the collecting tubules (tubuli recti) and the rest of 
the metanephrogenic blastema, and leads to poly- 
cystic anomalies; an early arrest results in the forma- 
tion of the primary collecting tubules and 2, 4, 6 
primary malpighian pyramids which eventually cal- 
cify since there is no connection with any meta- 
nephrogenic blastema. A third similar case published 
in a textbook of roentgenology by Schinz, Baensch, 
and Fried] revealed 6 calcified cysts in the left kidney 
region. 

‘The author believes that all 3 cases fit the same 
developmental pattern inasmuch as no renal agenesis 
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can be postulated in the presence of ureteral vestiges. 
In the absence of malformation of the gonads and 
their adnexa, developmental arrest of the meso- 
nephron can be excluded and the author presumes 
that the cystic structures, which are from 2 to 6 in 
number, are remnants of the metanephron. They 
derive from developmentally disturbed primary 
renal pyramids. Ernest Bors, M.D. 


Hydronephrosis (Ueber Harnstauungsnieren). F. O. 
Dosritz. Zschr. Urol., 1951, 44: 241. 


The author discusses hydronephrosis due to ob- 
struction of the upper part of the ureter close to the 
pelvis. Instead of the conventional retrograde pyelo- 
gram he injects the contrast solution via the ureteral 
catheter under fluoroscopic control and follows the 
evacuation of the pelvis with spot films. This not 
only enables a better visualization of the compression 
or stricture of the ureter, but also gives information 
about the evacuation time and the changes thereof in 
a wandering kidney in different positions of the 
patient. 

The author advocates conservative surgery even 
in advanced cases of hydronephrosis if the cause of 
the obstruction can be removed. He especially 
stresses the importance of compression of the ureter 
by an anomalous artery. Resection of such an artery 
will cause necrosis of the corresponding part of the 
kidney, and it is preferable to resect this part of the 
kidney prophylactically in order to prevent a urinary 
fistula and scar tissue formation around the ureter 
with irreversible obstruction. The extent to which 
resection must be done can be judged from the discol- 
oration which occurs after ligation of the accessory 
artery. 

Besides this mechanical hydronephrosis, he recog- 
nizes dynamic disturbances in the emptying of the 
renal pelvis and advocates sympathectomy, prefer- 
ably a combination of dissection of the splanchnic 
nerves, extirpation of the aortorenal ganglion, and 
decapsulation. 

In 11 of 55 patients with hydronephrosis, mostly 
mild, nephrectomy was done, the others undergoing 
conservative surgery of some kind. The results are 
not tabulated and no clinical data concerning the ef- 
fects on the blood pressure or renal function are 
given. GERTRUDE J. VAN Eck, M.D. 


Pathogenic and Diagnostic Considerations Con- 
cerning 2 Cases of Crossed Ectopic Kidney, One 
Acquired and the Other Congenital (Conside- 
razioni patogenetiche e diagnostiche su due casi di 
ectopia renale crociata, l’una acquisita e l’altra con- 
genita). GrovANNI D’Errico. Gior. ital. chir., 
IQ51, 7: 17. 

The author discusses 2 cases of crossed ectopic 
kidney. He believes that this is one of the rarest of 
renal anomalies; he has found about 350 published 
cases. 

The first of the author’s cases was that of a 33- 
year-old woman who had a sarcoma of the spleen. 
Retrograde pyelography demonstrated the left kid- 


ney to be situated to the right of the fourth and 
fifth lumbar vertebrae. 

The second was that of a 48-year-old man upon 
whom an exploratory laparotomy for an abdominal 
mass was done. Postoperative retrograde and intra- 
venous pyelography confirmed the operative finding 
of crossed ectopic kidney, the right kidney being 
found below the normally situated left one. 

On the basis of morphology, orientation of the 
pelvis, and length of the ureter, the author believes 
that the first case was acquired and the second 
congenital. GeorcE L. Naro1, M.D. 


Construction of an Artificial Kidney Based on the 
Physicochemical Properties of Synthetic Resins. 
Preliminary Results (Construction d’un rein arti- 
ficiel basé sur les propriétés physico-chimiques des 
résines synthétiques. Résultats préliminaires). A. 
DE Marcuai and R. BROENNIMANN. Helvet. chir. acta, 
1951, 18: 133. 

The artificial kidney was made up of a number of 
cylinders (4-6) of pyrex (length 55 cm., diameter 
5 cm.) which were filled two-thirds full with a 
specially treated synthetic (amberlite IR 100) made 
by the Resinous Products and Chemical Company, 
Philadelphia. 

The treatment of the resin was conducted as fol- 
lows: the resin was placed in the pyrex containers or 
columns and 100 per cent sulfuric acid was added for 
dehydration; then ¥% liter of distilled, apyrogenic 
water, 3 liters of an aqueous solution of 5 per cent 
sodium chloride per column, and about 7 liters of 
Ringer’s solution per column were added; after this 
the column was sterilized with live steam for 20 
minutes. 

The column is entirely saturated with Ringer’s 
solution (there should be no air bubbles to hinder the 
passage of the blood) and the solution is slowly 
drawn off at the bottom of the column, the blood to 
be treated following it down, being drawn off in 
turn, and then re-injected into the veins of the pa- 
tient. The blood should, of course, be citrated (ren- 
dered incoagulable) and some heparin should be 
added. The blood is in turn pushed downward by 
the Ringer’s solution. This last process is designated 
“regeneration” of the column of resin. 

After the efficacy of the method was demonstrated 
by its prolongation of the lives of bilaterally ne- 
phrectomized dogs, 3 patients were treated. The first 
was a 37 year old male suffering from a malignant 
nephrosclerosis. The first treatment consisted of pur- 
ification by the column of 400 c.c. of the patient’s 
blood. There was no reaction of any sort with this 
treatment. Two days later the patient had eclamptic 
convulsions and this time 4 liters of his blood was 
passed through the column during a period of 4 
hours. The patient was visibly benefited. This im- 
provement of his condition lasted until night when 
he died of renewed eclamptic seizures. 

The second patient was a 50 year old male with 
papilloma of the urinary bladder and necrotic cysti- 
tis; he did not excrete indigo carmine which had been 
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administered intravenously. At the first treatment 4 
liters of the patient’s arterial blood were passed 
through the column and re-injected. This produced 
a transitory improvement in his condition. Three 
weeks later he received a second treatment (3 liters) 
and again was benefited. However, he died 3 weeks 
later. 

The third patient was a 68 year old male with 
prostatic hypertrophy and its sequelae, who arrived 
in uremic precoma. Six liters of this patient’s blood 
were treated, and 6 days later 4 liters were treated. 
The patient recovered and returned home. Ten days 
later he again presented an eclamptic crisis, and 4 
liters of his blood were treated. Each time his blood 
was treated the patient recovered, but he died of an 
eclamptic crisis 2 days after the last treatment. 

The fourth patient was a 72 year old male with 
peritonitis resulting from the perforation of a diverti- 
culum. He was operated upon immediately, but be- 
came somnolent after the operation and his blood 
urea rose rapidly. At the end of 6 days he was coma- 
tose. At this time 4 liters of his blood were treated, 
and later 3 liters were treated. The patient recovered 
from his uremia and was cured of his peritonitis, but 
he died 4 weeks later from pulmonary embolism. 

A series of tables are appended to the original ar- 
ticle showing the remarkable results obtained in re- 
ducing the blood nitrogen values. 

Joun W. BRENNAN, M.D. 


BLADDER, URETHRA, AND PENIS 


Papillomatosis of the Kidney Pelvis and of the Uri- 
nary Bladder (Ueber Papillomatosisdes Nieren beck- 
ens und der Blase). Dim. SaArarorr. kschr. Urol., 
1951, 44: 345. 

Of 21 patients with papillomatosis of the urinary 
bladder, 5 also had involvement of the kidney pelvis. 
All of the combined conditions developed in males 
more than 50 years of age and all were characterized 
symptomatically by irregular, but intractable, peri- 
ods of hematuria. In none of the conditions could 
evidence of malignancy be definitely established. 
One of the patients died as a direct result of the 
bleeding. At autopsy the condition was diagnosed as 
“papilloma pyelorenalis and nephrocirrhosis pyelo- 
nephritica.” In another patient the kidney was re- 
moved at operation and the kidney pelvis was found 
to be entirely filled by a huge papillomatous mass. 
In the other cases the diagnoses were more or less 
made by exclusion, that is, the blood was observed 
at operation, or at cystoscopy it was seen to be 
issuing from the involved ureter in the presence of 
concomitant papillomatous bladder involvement. 

In 2 of the subjects the diagnosis should have been 
suspected earlier from the fact that the bleeding 
complained of could hardly have resulted from the 
minimal involvement of the bladder when it was 
examined. In the autopsy specimen the process un- 
covered in the ureter and pelvis seemed to be of a 
much more recent date (secondary?) than the blad- 
der process. 
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The author believes that when there is the least 
suspicion of concomitant involvement of the upper 
urinary passages in cases of papillomatous involve- 
ment of the bladder, separate collection of the urine 
and pyelography should be carried out consistently. 

ile the question of malignancy is left out of the 
discussion, the condition is, nevertheless, obviously 


_a serious and even dangerous one, and the thorough 


examination should frequently lead to the detection 
of the kidney involvement, even before the appear- 
ance of clinical signs of such involvement, and thus 
bring the patient sufficiently early to radical treat- 
ment. It is with this idea in mind that the author 
feels impelled to publish this series of cases, and he 
believes that the combined involvement of the blad- 
der and pelvis is more common than is usually 
thought. Joun W. BRENNAN, M.D. 


A Case of Basal Cell Carcinoma of the Bladder (Ein 
Fall von Basalzellentumor der Blase). B. Brsus. 
Zschr. Urol., 1951, 44: 285. 


The author reports a very rare tumor of the uri- 
nary bladder. A patient with intermittent hematuria 
for 2 years as the only symptom from the urinary 
tract had a pedunculated polypous tumor of about 2 
cm. diameter near the urethral orifice, which histo- 
logically was revealed to be a basal cell carcinoma. 

This type of tumor is relatively benign and simple 
excision is sufficient. Similar tumors occur in the 
esophagus. One should expect them more often in 
the transitional epithelium of the urinary tract, but 
for some reason they are very rare. 

GERTRUDE J. VAN Eck, M.D. 


The Myosarcomas of the Urinary Bladder; 10 Ob- 
servations (Les myosarcomes vésicaux. A propos de 
observations). J. and L. Dvuranp. 
Urologia, Treviso, 1951, 18: 10. 

This material consists of 10 cases observed in the 
hospital at Lyons, France, during the years 1937 to 
1950. This number comprised 4 per cent of the 250 
bladder tumors observed during this period at this 
institution. 

One of the 10 patients was considered to have oper- 
ative death. Three others died of recurrence, 1, 2, 
and 4 months, respectively, following suprapubic ex- 
tirpation of a pedunculated tumor which at the time 
afforded no evidence of infiltration of the bladder 
wall. The extirpation was followed by irradiation 
therapy in every instance but the treatment was in- 
effectual. One patient died following palliative bi- 
lateral ureterosigmoidostomy, without much relief 
from the operation. In this case the biopsies, taken a 
month apart, gave contradictory results (first—be- 
nign fibroma; second—malignant myosarcoma) and 
led to an erroneous diagnosis. 

In this material were 2 patients subjected to total 
cystectomy; one still lives and is apparently without 
recurrence after 2 years and 8 months; the other died 
13 months after the intervention; however, he ex- 
perienced gratifying relief during this interval of 
time. 
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One patient is living and well 6 years and 8 
months after a transurethral resection; all the au- 
thorities to whom the specimen in this case was sub- 
mitted pronounced it a true malignant tumor of 
muscular origin. 

The ninth patient offered debatable material. 
Here again the histological findings were contradic- 
tory. The primary tumor gave the histological ap- 
pearance of a typical sarcoma of muscular origin, but 
the recurrent tumor, appearing some 6 months later, 
proved to be a diffuse, atypical epithelioma. The 
authors believe from their experience that there must 
be many possibilities for transmutation in this type 
of tumor. 

The last patient had a myosarcoma which was re- 
moved by transurethral fulguration. After the oper- 
ation the patient disappeared and has not been heard 
from since. 

Thus, only 2 of the patients are known to have 
survived, one for 2 years and 8 months after total 
cystectomy, and the other for 6 years and 9 months 
after transurethral resection. These results of sur- 
gery, however, are not meant to imply that the one 
method is about as good as the other. The authors 
believe that in the transurethrally operated patient, 
the myosarcoma must necessarily have differed from 
the others in the matter of malignancy, although it 
did not differ macroscopically or microscopically. 

The suprapubic route gives the better promise for 
thoroughness, and, once this route has been chosen, 
the authors believe that the method chosen should, 
when practicable, be total cystectomy. 

Joun W. BRENNAN, M.D. 


Congenital Obstruction of the Posterior Urethra. 
J. Warnwricut. Arch. Dis. Childh., Lond., 1951, 26: 
162. 


The author reported a rare cause of congenital ob- 
struction of the urethra, namely, a cyst lying be- 
tween the bladder and the rectum which was be- 
lieved to have arisen from the prostatic utricle. 

A boy aged 2 months was admitted to the Duchess 
of York Hospital, Manchester, with acute retention 
of urine. The bladder was found to reach the umbili- 
cus and 8 ounces of urine were obtained by catheteri- 
zation. The child collapsed and died during cysto- 
scopy performed under general anesthesia. 

At autopsy, the bladder was distended and hyper- 
trophied, and there was early hydronephrosis with 
bilateral hydroureters. The urethra showed no 
urethral valves. The posterior urethra appeared to 
be pushed forward, and there was a slitlike orifice on 
the summit of the verumontanum. This admitted a 
small probe and led obliquely upward and back- 
ward. In the midline between the bladder and rec- 
tum was a thick-walled cyst, 4 cm. in diameter, con- 
taining turbid yellow fluid which was easily ex- 
pressed into the urethra through the opening on the 
verumontanum. The lining of the cavity was smooth. 
The vasa deferentia and seminal vesicles were fused 
with the outer wall. The cyst wall was formed by 
smooth muscle with a narrow inner fibrous zone and 
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an ill-defined layer of flattened epithelial cells. There 
was an acute inflammatory reaction. The kidneys 
showed an acute pyelonephritis with thrombosis of 
numerous small veins. 

The cyst was in the position of the prostatic utricle 
which opens by a slitlike orifice on the verumontan- 
um and extends as a blind pouch for about % inch 
into the substance of the prostate. Embryologically, 
this represents the fused caudal ends of the Muel- 
lerian ducts, from which the uterus and vagina 
develop. 

The hypertrophy of the bladder wall indicated a 
chronic obstruction even though no history of diffi- 
culty in micturition was elicited. Final acute reten- 
tion was most probably due to the onset of an acute 
urinary tract infection. Rosert TurRELL, M.D. 


Contribution to the Study of Traumatisms of the 


Urethra and of Their Treatment (Contribution a 
étude des traumatismes de l’urétre et de leur 
traitement). Sava D. Petxovic. J. urol. méd., Par., 
1950, 56: 857. 

A general report on 150 instances of urethral 
trauma observed in the period from the beginning of 
1945 to the end of 1950 is presented. A number of 
these cases have been previously reported in detail. 
The change encountered in the character of the 
traumas between the war year of 1945 and the suc- 
ceeding 5 years of peace conditions has been notice- 
able. During the course of the year 1945 there were 
observed 55 instances of wounds of the urethra and 
only 15 instances of rupture; in the course of the 
period from 1945 to 1950 there were 9 instances of 
wounds and 71 instances of rupture of the urethra. 

The wounds were produced by penetrations of 
rifle bullets (57 cases), shell fragments (2 cases), 
grenade fragments (3 cases), and land mine frag- 
ments (2 cases). The ruptures were produced by falls 
on the pelvic girdle (5 cases), crushing injuries to the 
pelvic girdle (13 cases), circulatory accidents (23 
cases), falls on the perineum with violent spreading 
(33 cases), injury from metallic catheter (3 cases), 
direct perineal traumatism (5 cases), direct penile 
traumatisms (2 cases), traction on erected penis (1 
case), and trauma without precise details as to 
mechanism (1 case). 

Wounds of the corpus cavernosum urethrae com- 
prised 27 (42%) cases; of the bulbus urethrae, 6 
(9%) cases; of the membranous urethra, 12 (19%) 
cases; and of the prostatic urethra, 19 (30%) 
cases. Thus it is seen that in the open wounds of the 
urethra the penile urethra is the most frequently 
involved. 

In the ruptures, or closed traumatisms, the corpus 
cavernosum urethrae was the portion of the urinary 
tract involved in 5 (6%) instances, the bulbar por- 
tion in 44 (52%), the membranous portion in 28 
(32%), and the prostatic portion in 9 (10%). 

Of this material of 150 urethral traumatisms, 49 
(21 penetrating wounds and 28 ruptures) were 
treated simply by dilatations of the urethra, or by 
dilatations associated with suprapubic cystostomy. 
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In the cases of wounds, the results were good; in 
the cases of rupture, the author believes that because 
of the greater frequency of periurethral hemorrhages, 
more operations should be done. As soon as the dila- 
tations no longer afford good results in this group of 
patients the periurethral cicatricial tissue should be 
excised and the urethra repaired by urethrorraphy. 

The urethrorraphies have been of three kinds: 
(1) complete, or circular, urethrorraphy, (2) incom- 
plete urethrorraphy, where the two stumps of the 
urethra cannot be approximated and one end has to 
be sutured to the surrounding tissue of the other 
end, and (3) partial. urethrorraphy, where a bridge 
of mucosa is preserved and the rest of the urethral 
circumference is united end-to-end. Of these 
methods, the complete urethrorraphy would seem 
to provide the most satisfactory results. This method 
was practiced successfully in a total of 44 patients. 

Cystostomy with retrograde catheterization and 
an in-lying catheter was the treatment used in 3 
patients. Internal urethrotomy was done in 3 cases 
of rupture, and 2 internal urethrotomies were re- 
sorted to. Two membranous stenoses were simply 
perforated and 1 valvular stenosis was excised. Ex- 
cision with subsequent repair was also done in a case 
of fistula. 

In 3 instances the proximal end of the urethra 
could be mobilized and brought forward to the mea- 
tus. In order to accomplish this maneuver the sus- 
pensory ligament may be cut; there may result some 
deformity of the penis in erection; however, this does 
not seem to seriously bother the patient. 

Where there is extensive hemorrhage, especially 
that above the pelvic diaphragm, it is perhaps best 
to perform a suprapubic cystostomy and evacuate 
the hemorrhage at once, since such hematomas will 
eventuate in a cicatricial mass about the urethra 
and neck of the bladder which will produce stubborn 
and frequently impassible stenoses, even in the ab- 
sence of direct injury to the urethra itself. 

In this total material there were no operative 
deaths. Three deaths occurred among the 64 cases 
of wounds; 1 patient died of cachexia (multiple 
wounds), 2 patients died of pelvic osteomyelitis, and 
I patient who had been unsuccessfully treated else- 
where died of urinary fever (retrograde urinary 
stasis). Joun W. Brennan, M.D. 
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Anatomical Studies of the Prostatic Urethra (Ri- 
cerche anatomiche sull’uretra prostatica). ViTToRIo0 
ScruFARI and MariANo Datta Pozza. Urologia, 
Treviso, 1951, 18: 27. 

Scrufari reported his measurements of the pro- 
static urethra in the living human subject with the 
cystoscope in the Urologic and Cutaneous Review 
(1948, 52: 330). Schramm, in his original report in 
the Zeitschrift fuer Urologie (1920, 16: 182), sug- 
gested that the phenomenon which bears his name, 

-Le., the gaping of the vesical sphincters which per- 
mits a view of the posterior urethra with observation 
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by means of the cystoscope, is the result of paralysis 
of the muscles of the pelvic floor from disease or in- 
jury of the spinal cord. Not all authors, however, 
have accepted Schramm’s hypothesis. In the exten- 
sive clinical material mentioned, it was shown that 
the manifestations are bound up with the congenital 
presence of a short supramontanal urethra (10 to 15 
mm. on the average), while the long supramontanal 
urethra seems to inhibit the phenomenon. 

Scrufari, together with his pathologist collabora- 
tor, now reports on the measurements of the posterior 
urethra in cadavers. Of the 100 cadavers examined, 
35 were bodies from 18 to 50 years of age; the remain- 
der were from 51 to go years old. Thirty-four of these 
100 cadavers presented a supramontanal length of 
urethra of less than 16 mm. and 66 presented lengths 
from 17 to 31 mm. 

However, of these 100 cadavers, 55 were reported 
as having a normal prostate and urethra; in these the 
average length of the supramontanal portions of the 
urethra (from the internal sphincter to the colliculus 
seminalis, i.e., veru montanum) was 16.65 mm. This 
figure differs but little from the cited clinical figure 
ranging from 1o to 15 mm., which was shown to be 
associated consistently with the phenomenon of 
Schramm. The length of the supramontanal portion 
of the urethra varied considerably, and the position 
of the colliculus seminalis did not always occupy the 
same relative position with reference to the entire 
mass of the prostate; yet if the figures given are con- 
sidered in relation to those given for the entire length 
of the prostate (average: 26.56 mm.) it is found that 
the lengths depend largely upon the degree and di- 
rection of the development of the prostate gland, and 
this development is almost certainly dependent upon 
the endocrine constitution of the subject. There 
seems to be nothing pathologic in these relationships. 

In the 45 subjects with prostatic disease, all of the 
measurements were greater than the given average of 
16.65 mm. with the exception of those of one go year 
old subject with evidence of prostatic atrophy. 

On the basis of the experiences reported in the 
previous articles and the deductions made from this 
reported material, the authors feel justified in deny- 
ing pathological significance to the phenomenon of 
Schramm and ascribe its appearance simply to an 
anatomical factor. 

The authors intend to do further work on this 
problem, and have reported their studies thus far 
completed merely in the hope of stimulating studies 
elsewhere. Joun W. Brennan, M.D. 


Present Day Criteria in the Treatment of Prostatic 
Conditions (O critério actual do tratamento dos 
prostaticos). L. p—E Morars ZamitH. Rev. Port. 
obst. gin., 1950, 3: 332. 

In large part the reluctance of the prostatic pa- 
tient to submit to operative relief of his dysuria and 
the rumors with reference to the seriousness of the 
operation are, in the author’s opinion, simply the 
result of patients’ being operated upon too late in the 
course of their difficulty. With the modern methods 
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of combating shock, hemorrhage, and infection there 
is nothing much left to fear except the neglect of 
surgery until the functions of the kidney and heart 
are seriously involved. 

The size of the adenoma is no criterion as to the 
need for surgery, since many huge tumors give no 
symptoms at all while very small ones may produce 
early and serious interference with urination. The 
author believes that he has sufficiently demonstrated 
in previous publications that the hindrance to uri- 
nation in these patients is largely the result of con- 
gestion and rigidity of the internal vesical sphincter 
(the dysectasia of Legueu). 

In his attempts to define criteria for surgical indi- 
cations, the author recognizes only two phases in 
the course of the disease. The first phase is that 
wherein only the bladder itself shows the effects of 
the urinary stasis; the second phase is that in which 
the initial hypertrophy of the ureter is overcome by 
the dilatation of these structures and the extension 
of the urinary stasis upward to the kidney pelves and 
the kidneys themselves. With the appearance of the 
second phase the patient is already too late in coming 
to surgery. 

Descending pyelography is extremely valuable in 
showing the changes and development of the second 
phase. For the diagnosis and study of the first phase 
the author has been using a form of measurement of 
the internal pressure in the bladder with the aid of a 
water manometer. This method he designates as cysto- 
metrography. Normally, as the bladder is filled with 
the test fluid the internal pressure rises to about 10 
cm. of water when the bladder has received about 
350 c.c. At this point the desire to urinate becomes 
perceptible and the patient in an effort to urinate 
will raise the manometric reading by about 35 c.c. 
further. In the first phase of prostatism the desire 
appears after about 250 c.c. of water and the vesical 
hypertrophy, characteristic of this condition, will 
raise the manometer reading by a further 75 cm. 
With the appearance of the second phase, or phase of 
vesical atony, the internal pressure is low and re- 
mains low until about 500 c.c. of water have been 
introduced. The voluntary effort at urination also 
affects the internal pressure but little (about 4 cm. 
on the manometer). 

The author recommends, therefore, that the pa- 
tient not be counseled to wait for the appearance of 
the crisis of retention but should be sent to surgery 
while the cystometer indicates that the bladder is 
still struggling against the progressively increasing 
intravesical pressure and the descending pyelogram 
shows that the upper urinary tract is still intact. 
He believes that, if this course be consistently fol- 
lowed, prostatic surgery will lose its unjustified repu- 
tation of being a serious procedure. 

Joun W. BRENNAN, M.D. 


The Mortality of Transurethral Prostatic Resec- 
tion. C. D. Crervy. J. Urol., Balt., 1951, 65: 876. 


In this article large series of patients undergoing 
open prostatectomy are compared with those dealt 


INTERNATIONAL ABSTRACTS OF SURGERY 


with by transurethral prostatic resection. The con- 
clusions from the analyses are given as follows: . 

Free hemoglobin formed in the bladder by contact 
between blood and the water used as irrigating fluid 
during transurethral prostatic resection may be 
driven into the circulation when large prostatic veins 
are opened. When this free hemoglobin reaches the 
kidneys, renal vasospasm results and may lead to 
severe or fatal renal damage, particularly when there 
is rapid loss of blood, hypotension, bacteriemia, or 
pre-existing renal damage. This reaction is pre- 
vented by the use of an isotonic irrigating solution 
(glucose, glycine, mannitol), which lowers the mor- 
bidity and mortality of transurethral resection of 
the prostate. 

A series of 1,000 consecutive cases in which trans- 
urethral resection was done with glucose and glycine 
as the irrigating solution is reported. The surgical 
mortality was 0.6 per cent. The mortality of trans- 
urethral resection is far below that thus far reported 
for any of the open methods of enucleating the en- 
larged prostate. The statement that the mortality 
of open enucleation of the prostate is no greater than 
that of transurethral resection (if well done) is not 
warranted up to the present time. 

JoserH E. Maurer, M.D. 


Traumatic Rupture of the Testicle (Ruptura trau- 
matica del testiculo). Lufs M. Bosc pEL Marco. 
Communication to Soc. Urol. Uruguay, June 21, 
1950. 

Traumatic rupture of the testicle associated with 
rupture of the scrotal ligament is regarded by the 
author as a surgical emergency demanding immedi- 
ate intervention. The case of a 17-year-old male 
who sustained this type of injury from a kick to the 
left testicle and who exhibited complete atrophy of 
the right testicle is presented in detail. Clinically, 
there was pain over the left scrotal area radiating 
along the vas into the iliac area. Ecchymosis 
edema, hematoma in the scrotal area, and excruciat- 
ing sensitivity of the inferior pole of the testicle led 
to the diagnosis. At operation through a median 
anterior approach, rupture of the scrotal ligament 
was confirmed. A large hematoma in this area had 
infiltrated into the cremasteric space along the length 
of the vas. On opening of the tunica vaginalis, a mass 
of seminiferos tubules was encountered along with a 
gaping rupture of the tunica albuginea. Excision of 
the damaged seminiferous tubules was done, the 
hematoma was removed, and interrupted sutures of 
fine catgut were applied to the tunica albuginea. 
Cotton sutures were used on the skin. Examination 
3 years after the accident revealed a normal func- 
tioning left testicle with normal spermatozoa. 

MicvueEt Drosinsky, M.D. 


Teratoid Tumors of the Testis. Rospert A. Moore. 
J. Urol., Balt., 1951, 65: 693. 
This report is based on the 991 teratoid tumors of 
the testis among the 1,106 intrascrotal tumors on 
file at the Army Institute of Pathology in December, 
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1947. The author recognizes the following four 
basic cellular types among the teratoid tumors: adult 
teratoma, seminoma, embryonal carcinoma, and 
choriocarcinoma. Microscopically, the adult tera- 
toma is characterized by a great variability of 
cellular elements, but these all show organization. 
The seminoma is composed of large cells with clear 
to eosinophile cytoplasm containing large nuclei; 
variable numbers of lymphocytes, plasma cells, and 
eosinophilic leucocytes infiltrate the connective tis- 
sue. The embryonal carcinoma is made up of two 
types of cells: irregularly shaped cells with basophile 
cytoplasm and in which anaplastic, lightly chromatic 
nuclei predominate; and, in about one-third of the 
embryonal carcinomas, elongated cells with dense 
cytoplasm and often with more than one nucleus 
which constitute the second type. The presence of 
these two cell types suggests that this tumor might 
be better named “cytotrophoblastoma.” The chorio- 
carcinoma is composed of cytotrophoblasts and 
syncytiotrophoblasts. 

It is important to recognize that a single teratoid 
tumor may contain only one or all four of the cellular 
types described. In 237 tumors a total of 368 
cellular types were observed. The over-all prognosis 
of any given tumor is that of the most malignant 
cellular type present. 

Regarding the prognosis, it is pointed out that 
50 per cent of the patients with teratoid tumors are 
dead of tumor in from 2 to 10 years. Of these, 95 
per cent die within the first 2 years. In treating a 
teratoid tumor, the following facts are worthy of 
note: (1) all tumors of the testis are actually or 
potentially malignant; (2) adult teratomas and 
seminomas may invade the cord and hence they 
should be removed by surgical treatment; (3) the 
embryonal carcinomas and the choriocarcinomas 
have the capacity to invade the vascular spaces; (4) 
the seminomas are highly sensitive, and the em- 
bryonal carcinomas are moderately sensitive, to 
radiation therapy, while adult teratomas and chorio- 
carcinomas are resistant to it; and (5) there is a 
higher incidence of tumor in a remaining testis, 
particularly if it is ectopic. 

The author points out that all patients with 
testicular tumors show a slight elevation of pituitary 
gonadotropin whereas only some of them show an 
elevation of chorionic gonadotropin. He believes 
that the cytotrophoblasts present in some tumors 
are responsible for the excessive secretion of the 
chorionic gonadotropin. 

Of importance also is the fact that in teratoid 
tumors continued study shows that one type of cell 
or tissue is in geographic relation to another type of 
cell or tissue. The finding of adult teratomatous 
elements as metastases suggests that malignant 
cells metastasize and then differentiate into benign 
cells. There is even evidence that malignant tropho- 
blastic tumors of the testes may also undergo 
spontaneous maturation. 

The finding of structures resembling the human 
embryo in teratoid tumors suggests that many 


485 


teratoid tumors are derived from totipotential cells 
and that parthenogenesis occurs. The author postu- 
lates that in the development of teratoid tumors, 
parthenogenesis of a sex cell forms a group of toti- 
potential cells which divide into somatic and tro- 
phoblastic elements. If somatic development is 
primary, an immature and then a mature teratoma 
isformed. If trophoblastic development is dominant, 
there is successively an embryonal carcinoma and a 
choriocarcinoma. If both elements participate, a 
teratocarcinoma results. It is suggested that the 
seminoma is a direct neoplastic proliferation of the 
sex cell which may undergo the equivalent of 
parthenogenesis. Joun T. Gravuacx, M.D. 


MISCELLANEOUS 


An Evaluation of Translumbar Arteriography. 
ParkE G. SmitH, THomAS W. Rusu, and ArtHur T. 
Evans. J. Urol., Balt., 1951, 65: g11. 


In a period of 20 months the authors have per- 
formed more than 300 translumbar arteriograms, 
and have come to appreciate the relative lack of 
danger and the merit of the procedure when used in 
selected cases. The equipment used consists es- 
sentially of a 10 c.c. control syringe and adapter, and 
an 18 gauge needle 6 inches long. Puncture is made 
at the level of the eleventh or twelfth thoracic 
vertebra, and various organic iodide solutions are 
employed. Sodium pentothal anesthesia is used. 

No complications of consequence occurred in this 
series. The various indications for aortography are 
to demonstrate aberrant renal vessels, the renal 
blood supply, and also the renal function or its po- 
tential function, to differentiate renal cysts from 
renal tumors and retroperitoneal tumors of other 
origin, to demonstrate aneurysms, and to aid in the 
evaluation of the hypertensive patient. 

JosEpH E. Maurer, M.D. 


Present Views with Reference to the Treatment of 
Urogenital Tuberculosis (Aktuelle Gesichtspunk- 
te in der Behandlung der Urogenitaltuberkulose). 
Ernar Lyunccren. Zschr. Urol., 1951, 44: 95. 


During the past decade the treatment of urogeni- 
tal tuberculosis has failed to keep pace with the 
progress in the refinements of diagnosis. Tubercu- 
losis of the genital organs, urinary tract, and kidneys 
can now be diagnosed at a much earlier stage of de- 
velopment than formerly, and yet the old doctrine of 
Albarran (immediate nephrectomy for renal tuber- 
culosis) is still largely in application. 

In order to refute this postulation of Albarran the 
Rivlanda Sanatorium has been established about 15 
miles from Gothenburg. The chief of the institution 
is a specialist on tuberculosis, and the author is the 
consultant in urology. The patients are, of course, 
transported to the Sahlgrenska Hospital in Gothen- 
burg for instrumentation, operation, and direction of 
their special treatment. Tuberculosis of the residual 
kidney and bilateral renal tuberculosis are now 
treated, but previously patients with these condi- 
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tions were not given treatment as it was considered 
useless. 

However, the greatest success of sulfonamide and 
antibiotic (streptomycin) treatment was obtained 
when the mucosae of the urogenital tract was in- 
volved, and when the patient was allowed to remain 
in this sanatorium. 

Three tables in the original article show that some 
patients with the various forms of urogenital tuber- 
culosis have become, at least, bacillus-free following 
prolonged treatment by this method. The details of 
this material will be published later by the author’s 
collaborator, Ola Obrant. At present the author 
merely wishes to report in detail the results obtained 
in a patient with severe cystitis and small ulcers of 
the bladder following a year and a half of the com- 
bined sanatorium and medical treatment. He ad- 
mits, of course, that not much can be concluded 
from I case. 

The patient was a 32 year old woman who, in 
addition to the mucosal involvement, also presented 
on the urogram an involvement of the superior and 
inferior calyces on both sides. The ulcerations in the 
bladder were healed and the urinary troubles ceased. 
The urogram showed that the tuberculous process in 
the kidney was tending to heal; the involved calyces 
produced more homogeneous shadows with sharper 
demarcation of the contours and in one place showed 
the development of an area of calcification. 

The author in closing expresses the hope that sana- 
torium and chemotherapeutic treatment will im- 
prove the prognosis of the early cases of renal tuber- 
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culosis to such an extent that the indication for the 
mutilating nephrectomy will be withdrawn, since 
the triumph of surgery in these conditions does not 
lie in the removal of an organ but in its preservation. 
Joun W. BRENNAN, M.D. 


Melanoma of the Urinary Tract and Prostate Gland. 
Oswatp S. Lows.eEy. South. M. J., 1951, 44: 487. 


Lowsley describes the occurrence of a melanoma 
which metastasized to the prostatic urethra and 
seminal vesicle in a 58 year old physician, 5 years 
after a melanotic growth was removed from his 
shoulder. The author states that melanoma of the 
urinary tract and of the prostate gland is very rare. 
Ordinarily, there is a prompt and rapid spread of the 
disease when it metastasizes, and there is rarely a 
long period of latency between the original operation 
and the appearance of metastases. The patient died 
2 months postoperatively of a heart attack, and so 
there was no way of knowing whether a cure was 
obtained. 

The presenting symptoms in Lowsley’s patient 
were hematuria, pain in the posterior urethra, dy- 
suria, and tenderness in the right hip. Biopsy from 
the prostatic urethra showed a malignant melanoma. 
A radical perineal prostatectomy, with removal of 
the seminal] vesicles, was performed. The postoper- 
ative course was uneventful and the patient was 
discharged on the nineteenth day. Until the fatal 
heart attack occurred, 2 months later, there was no 
return of the symptoms. 

Davin Rosensioom, M.D. 


i 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


A Contribution to the Clinical and Histological 
Picture of Localized Hardening of Muscle (Ein 
Beitrag zur Klinik und Histologie der Muskelhaerten 
(Myogelosen). GrorG Gtocowski and JosEF 
Wattrarr. Zschr. Orthop., 1951, 80: 237. 


In 1921, Schade and Fritz Lange differentiated 
localized hardening of muscle from “nodes” occa- 
sionally found in so-called generalized muscle rheu- 
matism. The localized hardening of a muscle is a 
reaction to injury. It is easily discovered by the 
palpating finger as a localized, circumscribed coffee 
bean-shaped swelling which is sensitive to pressure. 
It is caused by localized spasm due to overexertion 
and faulty excessive use of the muscle. The histologi- 
cal examination very rarely shows any localized 
inflammatory reaction but it does show an increase 
of the nuclei within the muscle sheaths. The true 
hardening of the muscle exists even if the patient is 
completely anesthetized and it is usually found in 
the long back muscles. It is very important in the 
examination that the affected muscles be actively 
and passively relaxed. In the beginning no apprecia- 
able tissue changes occur in the affected muscle; 
however, in cases in which the spasm is allowed to 
persist for a prolonged period of time, changes occur 
in the tissue, which cannot be made to disappear 
with the use of physiotherapy. The circumscribed 
knots which are caused by localized spasms in the 
muscles must be differentiated from true muscle 
hypertrophy which is based on infectious disease or 
arthritis, or which is found in the joint capsule or 
heart muscle. 

The authors conclude that localized hardening of 
the muscles belongs to the group of true diseases of 
the muscles. GeorcE I. Reiss, M.D. 


Polytendoperiostitis (Die Poly-Tendoperiostitis). E. 
ScHINDEL. Wien. med. Wschr., 1951, 101: 235. 


The author describes a disturbance which he 
termed polytendoperiostitis and which he considers 
as a disease sui generis. It is a chronic and often 
recurrent inflammation at the insertion points of 
tendons in the periosteum. It may involve either 
one or several tendons and may be isolated, or occur 
in combination with chronic inflammatory disturb- 
ances of joints, bursae, muscles, and nerves. Al- 
though frequently neglected by patients in the be- 
ginning, it is one of the most frequent causes of 
absence from work, as the author had occasion to 
observe in his capacity as physician of an Austrian 
Public Health Insurance organization (Gebiets- 
Krankenkasse). 

_ Aseries of 562 cases observed during a single year 
‘is discussed. This equals 15 per cent of all patients 
treated at the Department of Physiotherapy, and 


shows the frequency of the syndrome. In 75 per cent 
of the cases the inflammation occurred at the shoul- 
der girdle and at the epicondyles of the humerus; 
next in frequency were the condyles of the femur and 
the tibia. The remaining 25 per cent were cases of 
sacralgia, coccygodynia, calcaneodynia, achillody- 
nia, and disturbances in many other localizations. 

The age of the patients, in most cases, ranged 
between 4o and 60 years; recurrences were frequent. 
Seasonal factors played an important role, most 
cases occurring in the winter months. 

There does not seem to be a clear-cut, uniform 
etiology. The large majority of patients showed the 
first symptoms shortly after acute febrile infections, 
or in the course of a chronic focal infectious process, 
or they showed signs of a hormonal dysfunction. 
On the other hand, mechanical factors like over- 
strain or direct injury seem to play the role of a 
trigger mechanism in many cases. 

The main symptom is a sharply circumscribed 
tenderness of the tendon insertion in the periosteum, 
without any involvement of the capsule in the ad- 
joining articulation. The pain increases sharply on 
contraction of the particular muscle involved, 
whereas all other movements in the joint are pain- 
less. Circumscribed swelling of the insertion point 
is often present. In older cases the radiogram shows 
exostoses, spiculae, abnormal calcification, or ossifi- 
cation of the tendon ends. 

The treatment includes physiotherapy, especially 
diathermy, hydrotherapy, iontophoresis, x-ray irra- 
diation, and systemic therapy such as autogenous 
blood, fever therapy, salicylate or pyramidon 
“stoss.”” 

(It seems questionable whether this syndrome is 
not a part in the picture of collagen disease rather 
than a specific disease per se, as the author believes. 
Abstractor.) WERNER M. Sormirz, M.D. 


Stenosing Tendovaginitis at the Radial Styloid 
Process; Review of 30 Cases. D. A. C. REm. 
Lancet, Lond., 1951, 260: 1149. 


Stenosing tendovaginitis at the radial styloid 
process is somewhat allied to trigger finger, in which 
a thickening develops in the sheaths of the flexor 
tendons to the fingers over the metacarpal heads in 
the palm of the hand. The thickened sheath con- 
stricts the enclosed tendons and impedes their ac- 
tion. Immediate relief is afforded by division of this 
thickened sheath. 

The author collected a series of 30 cases for which 
operation was advised. The immediate result was 
excellent, the symptoms being completely relieved. 
After periods ranging from a few months to 3.5 years 
only 2 cases showed results not altogether satis- 
factory. 

Surgery is advised for this condition. Only the 
acute condition should be treated conservatively, 
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either by immobilization in plaster or by physio- 
therapy, e.g., short wave diathermy and wax baths. 
A case is reported in which thickening developed 
in the sheath of the flexor carpi radialis muscle at 
the wrist. No similar case was found in the litera- 
ture. In this particular instance the flexor retin- 
aculum was not thickened and the median nerve 
showed no evidence of compression, being normal in 
appearance. C. Frep GOERINGER, M.D. 


Sclerosing Sarcoma of the Ulna: Resection with Im- 
mediate Acrylic Prosthesis (Sarcome sclérosant du 
cubitus. Resection avec prothése acrylique immédi- 
ate). L. CuristopHe. Acta chir. belg., 1951, 50: 110. 


The author reports the case of a 19 year old woman 
who had marked sclerosis of the proximal end of the 
ulna. A resection of the ulna was performed and an 
acrylic prosthesis was put in place immediately. A 
good result was obtained. Microscopically, a ma- 
lignant sclerosing sarcoma was discovered. 

Tuomas C. Dovuctass, M.D. 


Osteomalacia of the Semilunar Bone Treated by 
Excision and an Acrylic Prosthesis (Ostéomalacie 
du semi-lunaire traitée par exérése et prothése acry- 
lique). ANDRE£ Danis. Acta chir. belg., 1951, 50: 120. 


The author reviews the literature concerning the 
treatment of fracture and osteomalacia of the semi- 
lunar bone. He reports a simple case in which 
osteomalacia of the semilunar bone failed to yield to 
immobilization for 2 months. The bone was excised 
and replaced by an acrylic prosthesis. This has been 
well tolerated for 38 months and the patient has had 
none of the undesirable functional difficulties seen 
after simple excision. 

The author stresses the good results of conserva- 
tive therapy especially in a recently fractured bone. 
Three conditions are laid down: 

1. Lengthening of the ulna (Persson) 

2. Prolonged immobilization until roentgenog- 
raphy shows that healing has occurred. 

3. Combating of trophic and circulatory troubles 
by means of stellar block. 

The results are poor if therapy is instituted late 
when a deforming arthritis is present or when the 
subject is aged. Tuomas C. Douctass, M.D. 


Prognosis in Tuberculosis of the Hip. An Analysis 
of the Results of Treatment and of the Factors 
Which Influence the End-Result. J. Dosson. 
J. Bone Surg., 1951, 33-B: 149. 

Between 1932 and 1948, 320 patients with tuber- 
culosis of the hip joint were admitted to the Wright- 
ington Hospital (England) for treatment. Of these, 
200 were males and 120 were females. The right hip 
alone was involved in 171 cases and the left in 145; 
4 patients had bilateral disease. 

One hundred and two cultures were made and of 
these 68 (67 per cent) were positive and 34 (33 per 
cent) negative. All of the positive cultures were of 
the human type and in no case in which the diagnosis 
was proved by bacteriological examination was the 
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bovine type of bacillus found to be responsible for the 
infection. A point of importance in this connection 
was that 22 per cent of all the patients had a positive 
family history of pulmonary tuberculosis. 

The primary bone focus involved the acetabulum 
alone in 39.3 per cent, the acetabulum and femoral 
head in 34.1 per cent, the head of the femur alone in 
19.2 per cent, and the femoral neck alone in 7.4 per 
cent. In ror cases widespread destruction of the 
joint had taken place by the time the patient first 
came under observation. 

Multiple lesions were most common in the higher 
age groups, and 43.6 per cent of all patients over the 
age of 20 had other active foci. 

When hip disease was complicated by multiple 
foci of active tuberculosis or by secondarily infected 
abscesses and sinuses, the prognosis was seriously 
worsened. No patient whose infection was confined 
to the synovial membrane developed an abscess or 
sinus. 

Premature epiphysial fusion about the knee joint 
of the affected side occurred in 23 per cent of all 
patients under the age of 15 years. It is due to 
rupture of the epiphysial cartilaginous plates con- 
sequent upon the absorption of cancellous support 
and suppression of osteogenesis. The factors that 
appear to be responsible for the condition are local 
toxemia and prolonged immobilization. 

Significant late deformity occurred in 38.3 per 
cent of the patients discharged with “sound” fi- 
brous ankylosis, and in 60.5 per cent of those with 
an unstable fibrous ankylosis. 

Of 187 patients observed for more than 3 years 
after discharge from the hospital, 174 returned to 
full activity, 7 were partly incapacitated, and 6 
were totally incapacitated. Analysis of the late re- 
sults suggests that the prognosis is best when an 
adequate period of conservative treatment is fol- 
lowed by some form of arthrodesis operation. 

In 221 patients treatment was by immobilization 
alone, the average length of treatment being 30 
months. In 99 patients, immobilization was fol- 
lowed by some form of operative intervention; in 
67, extra-articular iliofemoral arthrodesis was per- 
formed; 31 had a displacement osteotomy; and in 1 
— disarticulation through the hip was under- 
taken. 

It is suggested that the best results are to be ob- 
tained by treating tuberculosis of the hip, first by 
rest through immobilization, and by controlling 
other tuberculous lesions in the body; then by opera- 
tion to secure bony ankylosis of the affected joint. 

C. Frep GOERINGER, M.D. 


Atrophy of the Neck of the Femur (Schenkelhals- 
A. Saxt. Wien. med. Wschr., 1951, 101: 
308. 


The author discusses the shortening and atrophy 
of the femoral neck which may develop gradually as 
a sequel of traumatic, inflammatory, or degenerative 
disturbances in the area of the ms joint. This condi- 


tion originates from the abnormal resorption of bone 
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due to osteoporosis and is caused by disturbances of 
the blood supply. The head and neck of the femur 
are supplied by the arteries in the ligamentum teres 
and in the capsule. Congenital dysplasia and 
traumatism of the head are contributory factors for 
the development of chronic atrophy of the neck. 

To prevent damage of the blood supply it is im- 
portant to proceed with greatest care in the reposi- 
tion of hip luxation, be it congenital or acquired. The 
author describes 2 cases in which atrophy of the 
neck developed following reposition. 

WERNER M. Sotmirz, M.D. 


Investigations Concerning the Changes of the 
Quadriceps Tendon Due to Extensive Use (Un- 
tersuchungen ueber Aufbrauchveraenderungen an 
der Quadrizepssehne). Hrrsert B. Lanc. Zschr. 
Orthop., 1951, 80: 171. 

Spontaneous rupture of the quadriceps tendon is 
caused by underlying disease of the tendon. The 
damage to the tendon is caused by repeated or per- 
sistent trauma. The repair of the damaged tendon 
corresponds to that of fracture and disturbed callus 
formation. The term “sclerosis of the tendon” or 
“osteoplastic tendopathy” appears to be justified 
from the histological point of view. The changes 
that occur in the quadriceps tendon correspond to 
similar changes in the structures adjacent to the 
joint. Fatty degeneration of the tendon may also 
be looked upon as part of the aging process. 

The author reviews the literature very thoroughly 
and cites pathological and histological findings from 
his own laboratory and contemporary investigators 
from all over the world. GeorcE I. Ress, M.D. 


Spontaneous Rupture of the Quadriceps Tendon 


(Die spontane Quadrizepssehnenruptur). Hans 


PLATZGUMMER. Zschr. Orthop., 1951, 80: 195. 


Injuries to the extensor apparatus of the knee 
generally cause a fracture of the patella and, sec- 
ond, a rupture of the patellar ligament, but very 
rarely do they lead to rupture of the quadriceps 
tendon. There are three main reasons for a subcu- 
taneous tear of the quadriceps tendon: (1) trauma 
and simultaneous contracture of the quadriceps 
tendon, (2) sudden, powerful contraction of the 
quadriceps muscle, and (3) inherent disease of the 
quadriceps apparatus. 

A 56-year-old clergyman, while walking, suddenly 
fell to the ground and it was found later that he had 
sustained a subcutaneous rupture of the quadriceps 
tendon. The histological examination of the quadri- 
ceps tendon revealed degeneration at the site of the 
tear. This condition occurs in people 60 years of 
age or older and is characterized by the lack of pain 
and small amount of hemorrhage. The tear usually 
occurs at the base of the patella or a short distance 
proximal to it. The prognosis of the condition de- 
pends upon the length of the tear, whether or not the 
rectus muscle is torn or whether the entire quadri- 
ceps apparatus is ruptured. Active contraction of 
the quadriceps should be encouraged a few days 


489 


after the operative repairs. After a few weeks, active 
extension of the extremity is done. Active and pas- 
sive exercises are slowly increased and ambulation 
is allowed about 6 weeks after the operation. 
Georce I. Reiss, M.D. 


X-Ray Contrast Picture of the Knee Joint (Die 
Roentgenkontrastdarstellung des Kniegelenks). A. 
Horr. Zschr. Orthop., 1951, 80: 358. 


In cases of internal injury of the knee joint it is 
always extremely difficult to determine the exact 
nature of the injury and to differentiate between 
damage to the meniscus, the cruciate ligaments, the 
capsule, and the cartilages of the articular surface. 
Older diagnostic methods such as simple roentgeno- 
grams, auscultation of the joint, and roentgenog- 
raphy after the insufflation of oxygen proved unsatis- 
factory. 

The author developed a method of pneumarthrog- 
raphy which permits the diagnosis of even small 
tears in the meniscus. From 60 to 100 c.c. of air are 
insufflated in the articular cavity and 6 roentgeno- 
grams are taken, 3 of each meniscus, 1 in internal ro- 
tation, 1 in external rotation, and 1 in a middle posi- 
tion between internal and external rotation. While 
the picture is taken the leg is extended sharply by an 
assistant and abducted for visualization of the in- 
ternal meniscus, and adducted for visualization of 
the external meniscus. The interior structures of the 
knee, especially the anterior and posterior horns of 
the meniscus, are better visualized by this than by 
any other method. 

The method was used in 216 cases of knee injury, 
114 of which could be controlled by subsequent oper- 
ation. In 82.4 per cent of these the diagnosis made 
by means of the pneumarthrogram was confirmed 
at the operation. WERNER M. Sotmitz, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Has It Been Proved That the Classical Theory Con- 
cerning The Function of the Osteoblasts In Free 
Grafts Is No Longer Valid? (Ist die ‘“‘klassische 
Osteoblastenlehre” bei der freien Knochentransplan- 
tation unhaltbar geworden?) GEORG AXHAUSEN. 
Chirurg, 1951, 22: 163. 

The author discusses the conclusions drawn by 
Levander from his animal experiments concerning 
bone formation. Levander believes in the existence 
of a specific osteogenetic substance in alcoholic ex- 
tracts of cartilage and bone. Axhausen also refers to 
results obtained by other investigators. In the rab- 
bit ectopic chondrification and ossification frequent- 
ly followed the intramuscular injection of several ir- 
ritating substances such as alcohol and calcium 
chloride, and the intramuscular injection of extracts 
of bone, cartilage, or muscle did not produce cartilage 
or bone more frequently or more extensively than 
did the extracting fluid alone. Thus, the existence of 
a specific osteogenetic substance (osteogenin) in ex- 
tracts of skeletal tissue has not been proved. 
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The author also refers to the much debated ques- 
tion as to the part which the periosteum plays in 
bone formation. The essential function of the.perios- 
teum is to supply the outer part of the bone with 
blood. Removal or separation of the periosteum is 
apt to be followed by death of part of the bone. 
Nevertheless, repair can occur with or without the 
periosteum as osteoblasts are present both in the 
periosteum and in the surface layer of the bone, in 
the endosteum, and in the haversian canals. 

Oca M. Harine, M.D. 


Pectoralis Minor Transplant for Paralysis of the 
Serratus Anterior. J. Parva CHaves. J. Bone 
Surg., 1951, 33-B: 228. 

The author utilized an ingenious method for the 
surgical treatment of paralysis of the serratus an- 
terior muscle. The procedure was based on the be- 
lief that when this muscle is paralyzed, winging of 
the scapula is accentuated by contraction of the 
muscles attached to the coracoid process. Transfer 
of the pectoralis minor from its coracoid insertion 
to the vertebral border of the scapula was regarded 
as beneficial in two ways: it would control scapular 
displacement directly by affording an adequate 
substitute for the serratus anterior, and it would 
reduce the opposing action of the muscles attached 
to the coracoid process. 

Unfortunately, the method was used on only 1 
patient but the result was so gratifying, particularly 
_ photographic evidence, that the report is justi- 

ed. 


The patient was a hotel waiter aged 21 years. 
He complained that for about a year he had been 
unable to raise the right arm above the horizontal 
position, either in abduction or flexion. The onset 
of the disability had followed an injection of anti- 
tetanus serum given on account of an abrasion of 
the left foot. On examination he was found to have 
typical winging of the scapula, which condition was 
accentuated when he attempted to abduct or flex 
the arm. 

The incision was Z-shaped. The tendon of the 
pectoralis minor was isolated and detached from 
the coracoid process together with a rectangle of 
the common insertion of the coracobrachialis and 
biceps. The upper part of the belly of the pec- 
toralis minor was freed. The subscapularis covering 
the anterior surface of the scapula was cleared as 
far back as its posterior limit near the vertebral 
border of the scapula. Since the pectoralis minor 
was not sufficiently long to permit its direct attach- 
ment to the scapula, its tendon was prolonged by a 
strip of fascia obtained from the thigh. 

At the conclusion of the operation the limb was 
immobilized in the transverse plane of the body by 
a thoracobrachial plaster. This was discarded after 
6 weeks and active rehabilitation was begun. The 
result has been entirely satisfactory. Winging of 
the — has been overcome, and almost a full 
range of shoulder movement has been regained. 

C. Frep GoERINGER, M.D. 
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Follow-Up of Patients with Volkmann’s Ischemic 
Contracture Subjected to Colzi’s Diaphyseal 
Resection of the Forearm (Revisione a distanza 
di ammalati sottoposti a resezione diafisaria di 
avambraccio secondo Colzi per contrattura ischemica 
di Volkmann). Antonio Rossi. Arch. chir. ortop. 
Med., 1951, 16: 25. 


The author reviews the results obtained in 10 
cases of Volkmann’s contracture which were treated 
with Colzi’s diaphyseal resection. In 8 of the cases 
the ischemic contracture followed supracondylar 
fractures treated with a circular cast, and in 2 cases 
the contracture was due to prolonged compression 
of the forearm by débris. Nonsurgical treatment, 
i.e., gradual extension of the forearm and repeated 
application of circular casts, was successful in only 2 
cases and these were of recent origin. In the remain- 
ing 8 cases, in which the deformity dated from 6 to 7 
months to 6 years, conservative measures were of no 
avail and Colzi’s diaphyseal resection was deemed 
necessary. In 3 cases there was a recurrence of the 
deformity, while in another case there was an im- 
proved anatomical result but a poor functional one. 
The author believes that the poor result obtained in 
the latter case was due to removal of the patient toa 
small country town which deprived him of further 
surgical care, e.g., capsulotomy for the rigidity of the 
metacarpophalangeal joints. 

The surgery consisted of removal of 3 cm. of the 
diaphysis in 1 case, 2 cm. in the other cases, and in 1 
case only 1 cm. was removed. Delitala advises re- 
moval of 3 cm. of the diaphysis. Campbell does not 
state the amount to be removed but says that hyper- 
correction of the deformity is imperative; this is also 
the point of view of the author. 

The objection to Colzi’s intervention that it re- 
quires a prolonged period of immobilization must be 
disregarded in view of the brilliant results, both 
anatomical and functional, obtained in one case in 
which the patient had to wear a cast, for 5 months 
altogether, because of a fracture suffered at the site 
of the diaphyseal resection, 2 months after the first 
cast had been removed. 

Colzi’s resection should not be considered brutal 
and inadequate but a good surgical procedure to 
improve the abnormal relation between bones and 
muscles present in a Volkmann’s contracture. Di- 
aphyseal resection has its place in the young, while 
resection of the carpal bones may be the proper pro- 
cedure in the adult. 

The Bunnell technique of arthrodesis of the wrist 
in a position of dorsal flexion with utilization of the 
extensor muscles as motor elements for the inefficient 
flexor muscles may have its place, although Camp- 
bell’s suggestion to use intervention on the tendons 
and muscles in cases rather recent and not very 
serious, and on the bones in the older and more 
severe Cases, seems more appropriate. The lengthen- 
ing of the tendons by a Z incision is rejected by the 
author. 

Removal of the stellate ganglion did not cause any 
visible improvement in one of his cases, but sympa- 


thetic block as described by Leriche should not be 
discarded. 

The author concludes by stating that the best 
treatment of this condition is its prevention. 
JosEerH M. A. Pape, M.D. 


On the Treatment of Dupuytren’s Contracture. 
LENNART SODERBERG. Acta orthop. scand., 1951, 
20: 184. 

The results of treatment of 45 patients with 
Dupuytren’s contracture are presented. There were 
37 men and 3 women. Five patients had both sides 
operated upon. The majority of’the patients were 
between 40 and 60 years of age. 

All patients were operated upon under. local anes- 
thesia as outpatients. No tourniquet was used. A 
longitudinal incision along the fibrous band was 
used. In several patients, additional longitudinal 
incisions were needed. An almost total excision of 
the aponeurosis was done. A padded, molded plaster 
cast and dressing was applied with the fingers and 
wrist in slight dorsiflexion. The cast was removed in 
2 or 3 weeks, finger exercises were started, and the 
cast was then worn at night for 2 to 3 weeks longer. 
All but 5 patients were given x-ray therapy 2 to 4 
weeks after operation. A dose of 700 to 800 roentgens 
was used at 3 to 5 day intervals over a period of 2 
to 3 weeks. Most patients were ready to return to 
work within 6 to 12 weeks. A few required a month 
or more longer. 

Thirty-one patients were followed up for longer 
than 2 years, 8 for 2 years and 6 for 1 year or less. 
The results were evaluated much as suggested by 
Meyerding and Einarsson. They were excellent in 
25 patients, or 55.6 per cent; fair in 17, or 37.8 per 
cent, and poor in 3, or 6.6 per cent. All 3 patients 
with poor results had recurrences and were under 50 
years of age. Two of these were the youngest pa- 
tients of the series. Brief abstracts are presented of 
the 20 patients with fair or poor results. 

A comparison of the author’s results is made with 
those of series reported by Meyerding, Einarsson, 
Staplemohr, and Skoog. The methods used offered 
a satisfactory result in 93.4 per cent of the patients 
in this series. Donatp C. Grist, M.D. 


Tuberculostatic Focal Treatment of Tuberculous 
Spondylitis (Die tuberkulostatische Herdbehand- 
lung der Wirbeltuberkulose). J. Kastert. Fortsch. 
Roentgenstrahl., 1951, 74: 535. 


Comparatively few experiences have been publish- 
ed concerning the treatment of extrapulmonary tu- 
berculosis with streptomycin, para-aminosalicylic 
acid and thiosemicarbazon compounds. 

_ In previous articles the author reported his exper- 
lences with local streptomycin treatment in 600 
cases of tuberculous lymphadenitis. In this article 
he discusses the technique and results in a series of 
120 cases of tuberculous spondylitis. 

_ After removal of the one transverse spinal process, 
the focus in the vertebra is exposed and extirpated as 
radically as possible with the chisel, curette, and the 
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use of suction. After the operation a rubber catheter 
is inserted and the focus is irrigated daily with the 
tuberculostatic for from 4 to 6 weeks. 

The author gives a list of the conditions in which 
he has used this treatment. They include: early cases 
with little destruction, cavities and abscesses in the 
vertebrae, foci in the bone with paravertebral ab- 
scess, large gravitation abscesses, a combination of 
extirpation of a focus from the dorsal aspect and 
simultaneous retroperitoneal draining of a gravita- 
tion abscess from the ventral aspect, and the simul- 
taneous extirpation of two foci in different vertebrae. 

The success is spectacular and superior to surgical 
treatment alone: the patients become afebrile, the 
sedimentation rate returns to normal, and the gener- 
al condition improves rapidly. Three to 4 months 
after the operation a supporting corset is applied and 
weight-bearing is permitted. 

WERNER M. Sotmitz, M.D. 


The Rational Treatment, Based on Arthrography, 
of Congenital Luxation of the Hip. Commen- 
tary on Homogenous Statistical Material Col- 
lected in Brittany (Le traitement rationnel des 
luxations congénitales de la hanche basé sur l’arthro- 
graphie. Commentaires d’une statistique homogéne 
recueillie en Bretagne). J. LEvEur, P. BERTRAND, 
and H. Gutas. Chir. org. movim., 1951, 36: 85. 


The statistical material here reported consisted of 
73 patients treated at the hospital at Pont l’Abbé in 
Brittany, France. In a total of 30 of these patients 
the dislocation was bilateral. 

Twenty-two of these subjects were less than 3 
years of age and in 14 of these the lesion was bilater- 
al. Four of the hips (in 3 patients) were treated or- 
thopedically with mediocre results (1 reluxation, 1 
residual subluxation, and 2 instances of epiphysitis). 
The authors think that all of these hips should have 
been operated upon surgically. The 32 hips operated 
upon gave excellent results. Eighteen hips in 15 
older children and adults were operated upon. All 
were cured except that a certain amount of rigidity 
of the joint remained as the result of alteration or 
changes in the head of the femur and in the aceta- 
bulum. 

Eighteen hips in 16 patients, presenting reluxa- 
tions and residual subluxations as a result of blind 
orthopedic attempts at correction by other surgeons, 
were operated upon with perfect reduction of the de- 
formity, but function was more or less reduced as a 
result of the sequelae (arthritis deformans) of the 
orthopedic maneuvers. 

Twenty-nine hips in 18 children with subluxation 
were treated. Seventeen of these hips were reduced 
orthopedically. All of the results were good, with the 
exception of 3 instances of epiphysitis, 2 of them of 
mild degree. Twelve of these hips were reduced sur- 
gically. The results were uniformly good with the ex- 
ception of 4 mild instances of epiphysitis. 

Two patients with old neglected unilateral sub- 
luxations were operated upon, with good results in 
one of them. 
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The authors believe that all patients with true dis- 
location, as demonstrated by arthrography, should 
be subjected to open surgical correction and that, 
with a wider acceptance of this postulate, the old 
inveterate cases with marked changes in the femoral 
caput and in the acetabulum will disappear. Also, all 
patients with subluxation which is shown arthrogra- 
phically to be irreducible by orthopedic methods 
should be subjected to operation. In the authors’ 
material of 82 operative hips, there was not a single 
death. Early diagnosis, which has been much in- 
sisted upon, is not the essential thing; arthrographic 
control is everything. However, consistently good 
results are not possible without competent surgeons 
and personnel trained in the after-care of these 
patients. Joun W. Brennan, M.D. 


Inequalities in the Length of the Lower Extremities 
and Their Treatment (Las desigualdades en longi- 
tud de las extremidades inferiores y su tratamiento). 
Jost Troncoso Rozas. Cir. ap. locomotor, Madr., 
8: 

In the discrepancies in length of the lower extremi- 
ties, operative indications vary fundamentally with 
reference to the age of the patient. In infancy every 
conservative measure should be adopted for activa- 
ting the growth processes of the shortened extremity 
(physical therapy, short waves, active and passive 
stimulation of the circulation of the blood, injection 
of the lumbar sympathetics). With these measures 
are associated elevated soles and heels of shoes to 
forestall the development of scoliosis. In rare in- 
stances only may one consider such minor measures 
as elevation of the diaphyseal periosteum. 

During childhood the problem is more complex. 
The ideal would be a procedure exciting the growth 
of the member. It happens, however, that the only 
measures offering any considerable results are those 
for shortening the longer limb. The question to de- 
termine is whether it would be better to produce a 
definitive interruption of the growth of the extrem- 
ity, or whether it would be more prudent to await the 
complete development and then resort toashortening 
operation. Only the age of the patient and the pres- 
ent and future of the limb will determine the proce- 
dure. In a subject who is, or who promises to be, 
too short already, a shortening operation is not ideal, 
especially when it is called to mind that one is usually 
operating upon the healthy limb. 

In boys between 8 and 12 years of age and girls 
between 8 and 11 years with one shortened extremity 
which is getting relatively shorter with reference to 
the opposite limb, the arrest of growth in the longer 
limb is the best procedure. For this purpose the 
author favors the epiphyseal stapling of Blount. By 
this method an inequality of 7 or 8 cm. can at times 
be satisfactorily remedied. The method is easy to 
apply and innocuous. With a shortening of only 2 or 
3 cm., especially in the male, the condition is perhaps 
better treated by orthopedic appliances. 

When the period of growth has been surpassed an 
inequality of length of more than 3 cm. cannot be 


dissimulated by a tipping of the pelvis and cannot be 
easily equalized by orthopedic methods. Only the 
surgical procedures of lengthening or shortening of 
the limbs can solve the problem. 

Lengthening operations are associated with grave 
risks (nerve and vascular injuries, displacement of 
fragments, and pseudarthroses) and today but few 
authors favor such a solution. Lengthening oper- 
ations seem to be justifiable today only in subjects of 
such low stature as to preclude the shortening oper- 
ations on cosmetic grounds. The modern method of 
intramedullary nailing (Kuentscher) may solve some 
of these difficulties. The author details the instance 
of a 12 year old boy in whom a Z-osteotomy of the 
tibia and transverse osteotomy of the fibula with 
subsequent extension by a Kirschner wire apparatus 
procured a final lengthening of the leg by 3.5 cm. 
The bones were fully consolidated in 3 months’ time. 
In another instance there was combined shortening 
of the long limb and lengthening of the shorter one. 
This permitted an equalization of a difference of 14 
cm. to one of 6.5 cm. 

As a rule, in the adult the equalization of the lower 
limbs will be attempted by a shortening operation. 
As much as a fourth of the femur may be removed; 
the muscles of the thigh will, after a few months, re- 
gain their power. 

One of the most important conclusions to be de- 
rived from the study of the inequalities in length of 
the inferior extremities is that anatomic and roent- 
genographic observations of the disturbances of 
growth should be carried out with greater detail than 
has heretofore been the custom. 

Most interesting are those instances of minor in- 
equalities of growth in which early attempts at com- 
bating the condition and at clinical control of the 
curves of growth may be made with a view to the 
procedure to be followed before it is too late. 

Joun W. BRENNAN, M.D. 


Artificial Arthroplasty of the Big Toe Joint and Its 
Indication (Zur Entwicklung einer kuenstlichen 
Arthroplastik des Grosszehengrundgelenkes und ihre 
bisherige Indikation). F. ENDLER. Zschr. Orthop., 
1951, 80: 480. 

The arthritic hallux valgus and hallux rigidus, 
when surgically corrected, often (in from 8 to 15 per 
cent of the cases) develop into painful joints because 
of marginal exostoses and periarticular swelling. Es- 
pecially painful are the inflammatory, rheumatoid 
joints with the tendency toward capsular shrinkage, 
which are poor risks for routine bunion surgery. 

In order to ensure a painless gliding joint surface 
the author used a methacrylic prosthesis shaped like 
a thumbtack and anchored it into the remaining 
basal phalanx after partial resection. In inflamma- 
tory joints the partial or total resection of the joint 
capsule is necessary as it removes the pain fibers. 

The patients are ambulatory after 8 or 10 days 
with good and painless joint contact. The prosthesis 
has also a smoothing effect on the metatarsal head. 

Ernest H. Betrmann, M.D. 
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FRACTURES AND DISLOCATIONS 


Fracture of the Lateral Humeral Condyle in Chil- 
dren (Abbruch des Condylus radialis am unteren 
Oberarmende bei Jugendlichen). Joser RuEss. 
Zschr. Orthop., 1951, 80: 427. 

Among 379 elbow fractures, the author observed 
4o of the lateral humeral condyle (10.6%). Since the 
typical valgus position is obscured by the flexed 
elbow, x-ray examination of the other arm should 
always be done. According to the size of the torn off 
piece these fractures can be divided in three forms: 

1. Epiphyseal separation of the capitellum. 

2. Cortical fracture of the radial condyle with 
possible displacement of the capitellar bony nucleus. 

3. Fracture of the whole radial condyle with 
shearing off of the trochlea. 

Besides these fractures other conditions may be 
present: fracture of the neck of the radius, epiphyseal 
separation of the capitellum radii, and tearing off of 
the ulnar apophysis. 

The fracture without separation heals after immo- 
bilization for 3 weeks. In fractures with lateral dis- 
placement but without rotation, either manual] com- 
pression or open reduction is necessary, followed by 
immobilization in supination for 3 weeks. In the 
third form, with separation and rotation, the frag- 
ment is completely detached from its base with go 
degrees of rotation and tilting, which prevents union 
unless closed or open reduction takes place. Some- 
times, short nails of 1.5 mm. strength are used and 
removed after 4 to 6 weeks. Complete excision is not 
recommended. The ensuing growth disturbances are 
usually minimal and are without practical signifi- 
cance. 

If the third group is not reduced, a pseudarthrosis 
develops with loss of joint motion and loss of muscle 
power together with the valgus position. The con- 
dition may also lead to ulnar paralysis after 5 to 30 
years. Any overactive or passive after-treatment is 
contraindicated. Ernest H. BETTMANN, M.D. 


Fracture of Long Standing Involving the Greater 
Tubercle (Veraltete Abrissbrueche des Tuberculum 
majus). O. A. Srracker. Zschr. Orthop., 1951, 
80: 473. 

A fracture of the greater tubercle represents one 
of the most common fractures and causes marked 
displacement when associated with infracoracoid 
dislocation. It is caused by a fall on the extended 
abducted and hyperextended arm. The fracture is 
most common after the fourth decade. The old 
Desault bandage is not suitable for the required posi- 
tion of abduction and slight external rotation. Ele- 
vation exercises are given after the third week. 

In old cases with marked displacement, surgical 
removal is indicated. Resuturing of the supra- 
spinatus and infraspinatus fibers is considered unnec- 
essary on account of the substituting deltoid fibers. 

The after-treatment should be carried out with the 
arm in abduction. 

Ernest H. BeTrMann, M.D. 
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Fractures of the Upper End of the Tibia. Ivar 
Parmer. J. Bone Surg., 1951, 33-B: 160. 

In order to formulate treatment, the author 
evolved a classification of the various types of frac- 
tures of the tibia as follows: 

1. Split fractures, in which the dislodged femoral 
condyle tears off a wedge-shaped fragment of the 
tibial condyle, that in turn is dislocated downward 
and laterally with a varying degree of separation. 

2. Compression fractures, in which the displaced 
femoral condyle does not produce a split fracture 
but a compression injury. A part of the articular 
surface of the tibia is pressed down into the spongy 
tissue of the epiphysis. The depressed fragment or 
fragments, for there may be a mosaiclike mass, is 
generally surrounded by marginal fragments which 
mark the normal level of the articular surface but 
which may be displaced somewhat laterally. Types 
1 and 2 are often seen in combination with the frag- 
ment pressed down into the space. 

3. T or Y fractures in which both condyles are 
fractured. The fracture in general is greatly com- 
minuted. 

For the split fractures the author uses a conserva- 
tive approach and a plaster cast with the foot free 
and the knee in moderate varus for a period of 4 
weeks. After that the patient exercises without 
weight-bearing for 2 weeks, and then a new plaster 
is applied and retained for 4 weeks with weight- 
bearing permitted. Moderate displacement, how- 
ever, is an indication for operative treatment, par- 
ticularly since the operation is such a simple and 
minor one. With the knee in extension the frag- 
ments are pressed together manually, after which 
(without arthrotomy) a wing screw is inserted 
through a 1 inch incision, horizontally through the 
lateral fragment and straight through the condyle. 
The screw should reach the cortex on the opposite 
side in order to attain the necessary compression 
force. The reduction is checked by postoperative 
roentgenographs. 

In the compression type the indication for sur- 
gery is broadened to include depressions of 5 mm. 
Issue is taken with other workers in that the author 
does not subscribe to the subperiosteal exploration 
and division of the condyle by osteotomy to allow 
access to the depressed fragments. A horizontal in- 
cision is made for exploration and a canal is chiselled 
through the condyle. Elevation from below is ac- 
complished and the canal is plugged with chips. 

The author agrees that in the T or Y fractures, 
operation may make matters only worse. This type 
of fracture is treated with transfixation. One wire 
is threaded through a hole bored in the femur at a 
safe distance from the recess of the knee joint and 
another one is inserted through the calcaneum or 
the lower end of the tibia. With the joint in ex- 
tension the fragments are subjected to powerful 
traction, after which the transfixation wires are in- 
corporated in a knee plaster. The roentgenographic 
results are seldom perfect, but often they are rela- 
tively good. 
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It is the “‘mosiac” cases, in which the articular 
surface is broken into a multitude of small thin 
fragments which are depressed en masse, that have 
the poorest prognosis. Analysis of the age distribu- 
tion shows that these injuries are more common in 
middle age (40 to 60 years) and that age has 
scarcely any effect on the end-results. 

Of the 98 patients with fracture of the upper end 
of the tibia treated by operative reduction, nearly 
half regained normal or almost normal mobility in 
the knee joint. 

Several workers have emphasized that the me- 
niscus should be left in place if possible. It is believed 
that the meniscus provides valuable cartilage which 
levels off any persistent deformation of the articular 
surfaces and covers surfaces where the articular 
cartilage has been sloughed off. 

The present series permits no definite conclusions 
with regard to the meniscus, but it seems reasonable 
to assume that the meniscus plays an important 
part in the joint after a fracture of a condyle. In 
no case did a meniscus which was left in place cause 
symptoms of internal derangement. 

C. Frep GOERINGER, M.D. 


Fractures of the Calcaneum; Their Treatment and 
the Treatment of Sequelae (Les fractures du 
calcanéum; leur traitement et le traitement des 
séquelles). M. BELENGER, E. VANDER Etst, and 
J. Lortniorr, Jr. Acta orthop. belg., 1951, 17: 61. 


The roentgenographic studies of every case of 
fracture of the calcaneum should include at least four 
projections: the profile, the axial or retrotibial 
(Boehler), the vertical pretibial, and the oblique 
profile. However, Ross Smith, in his response to the 
questionnaire, insisted on the unsatisfactory nature 
of all the projections proposed because the damage 
encountered is always greater than that indicated. 

The so-called thalamic fractures are the most 
frequent; they are always associated with varying 
degrees of depression of this structure. Another fre- 
quent deformity is the valgus position of the os 
calcis with reference to the astragalus. This deform- 
ity should be corrected whenever possible. 

A study of insurance reports leads to the impres- 
sion that the method of abstention, that is, the ap- 
plication of a cast without any effort at reduction of 
the fragments, is the method most commonly prac- 
ticed in Belgium. It seems to produce a shorter 
period of invalidity and less permanent invalidity 
than more active interference. The Steinman nail 
and Kirschner wire methods in 15 cases resulted in 
serious invalidity. In 8 grafted fractures the results 
were more or less disastrous. In these the average 
temporary invalidity amounted to 320 days and the 
permanent invalidity was 22 per cent. The loss of 
work and the permanent disability were less in the 
associated fractures and in the bilateral cases than 
in the grafted cases. All invalidities seem to progress 
more or less directly with the age of the injured. 

The tenor of the replies to the questionnaire seem 
to indicate less optimism with reference to the results 


to be expected in these patients than is apparent 
from the general articles on the subject found in the 
literature. Nevertheless, the authors have been in 
communication with J. Gosset and believe that this 
is the best and most promising treatment which 
has so far been devised for those cases in which it 
is applicable (the majority of all cases). 

The method of Gosset has already been described 
(Surg. Gyn. Obst., Int. Abst. Surg., 1951, 92: 495); 
however, the application of the cast (type Graffin) 
was not described. The original method of Graffin 
consisted essentially of the drawing on, over the 
foot and leg, of two layers of stockinet, with a cushion, 
4 cm. thick of cotton, between them. This cushion 
should reach from the posterosuperior border of the 
calcaneum to the calcaneocuboid interline. A plaster 
cast is then applied from the tibial plateaus to the 
base of the toes and after it is set, the cotton cushion 
is extracted through an opening beneath the lateral 
malleolus. 

In the treatment of sequelae the method of R. 
Danis seems to procure considerable amelioration of 
the pain symptoms in many cases. This consists in 
chiseling the tuber calcanei through transversely and 
lowering its level with reference to the rest of the 
corpus calcanei, followed by fixation of this structure 
at the lower level. Primary arthrodesis is indicated 
only in the presence of extensive comminution when 
reduction is found to be impossible. Pure and simple 
abstention is, in the authors’ opinion, only justifiable 
in the fractures without displacement and without 
depression of the thalamus. 

Secondary arthrodesis is undoubtedly indicated in 
the cases in which the pain is so severe as to render 
walking impossible. Here, however, the authors be- 
lieve that the simple subastragaloid arthrodesis is 
not sufficient, as a rule, and should be supplemented 
by an arthrodesis of the calcaneocuboid and the 
astragaloscaphoid joints (Chopart’s joint). This 
extended operation is designated by the writers in 
the English language as “a triple arthrodesis”; the 
French refer to it as the “double arthrodesis.” This 
confusion has probably arisen from the fact that the 
French writers regard the joint of Chopart as a single 
anatomicosurgical whole. 

The authors insist that more use should be made 
of physiotherapeutic methods in these cases, and 
that closer co-operation between the surgeon and 
the physiotherapist is needed. 

Joun W. Brennan, M.D. 


Introduction in Medullary Nailing (Einfuehrung in 
die Marknagelung). GERHARD KUENTSCHER. J. in- 
ternat. chir., Brux., 1951, 11: 85. 

After briefly reviewing the physiology and me- 
chanics of bone regeneration, the author discusses the 
advantages of medullary nailing over immobiliza- 
tion with a cast or splints. ‘ 

Two conditions are required for the ideal healing 
of fractures: complete uninterrupted immobiliza- 
tion, and exercise of the muscles at the earliest 
possible moment. These two requirements exclude 
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each other as long as immobilization is attempted 
with casts or splints. On the one hand, minute 
movements of the fractured ends by traction of the 
muscles, even as little as a fraction of a millimeter, 
may prevent knitting and lead to pseudarthrosis. On 
the other hand, strict immobilization in a cast 
produces atrophy of the muscles and prolongs re- 
covery. 

These two seemingly contradictory requirements 
of strict immobilization and early movement are met 
by the method of medullary nailing. 

Any foreign body inserted in the bone causes 
resorption of the surrounding bone tissue. This is 
the reason why screws and nails become loose after 
ashort time. To prevent this loosening the author 
devised a nail which consists of two elastic lamellae 
that approach each other when the nail is driven in 
and spread apart according to the rate and amount 
of resorption of the surrounding bone. Thus the nail 
can never become loose (Fig. 1). 

As in nailing the immobilization is limited to the 
fracture alone there is no danger of ankylosis of the 
adjoining articulations, of muscle atrophy, or of 
circulatory disturbances as they occur from the 
use of casts and splints. The time required for re- 
covery is very considerably shortened. Many of the 
author’s patients were able to return to work from 
3 to 6 weeks after a fracture of the femur. The 
author quotes impressive figures comparing the 
time of treatment and incapacity after femur frac- 
ture with different methods of therapy. According 
to German statistics the average time of treatment 
was 240 days and the time of missed work 629 work- 
ing days when the patients were treated with trac- 
tion and casts. Patients treated with medullary 
nailing required an average of 53 days for treat- 
ment and were absent from work 97 days at the 
most. Additional German statistics give the aver- 
age time of hospitalization as only 34 days. Similar 
excellent results and short recovery times are given 
for fractures of the tibia and fibula. 

The dangers and complications of medullary nail- 
ing are discussed at length. It is true that bone 


a 
Fig. 2. a, In spite of the use of very large metal masses 
for a bilateral pertrochanteric fracture in a woman of 82 


Fig. 1. (Kuentscher). Cross section of a femur nail. The 
two lamellae of the nail are elastic; in being driven in they 
approach each other; after bone resorption they spread 
apart in accord with the resorption. 


marrow is destroyed to a great extent by the nail, 
but this tissue is not necessary for callus formation 
and regenerates rapidly. Except for a transitory 
eosinophilia, no change of the blood picture has 
ever been observed after nailing. 

A certain risk of fat embolism in nailing of femur 
fractures is present as the nail displaces a large 
portion of the content of the medullary cavity, which 
may be forced into the veins. The author measured 
the pressure on the marrow exerted by the hammer 
blows and found that it surpassed the blood pres- 
sure by far. To avoid dangerous fat embolism the 
nailing should be done only 5 or 6 days after the 
injury, the blows should not be too violent, and the 
nail should be driven in slowly with long intervals 
between the blows. In treatment of pseudarthrosis 
the bony lid should be opened with a drill before 
insertion of the nail. In osteotomies a cigarette 
drain should be applied for the first 24 hours to 
drain the hematoma. 

In case of infection, the site of the fracture as well 
as the site of the nail insertion should be opened 
widely; however, the nail should not be removed 
under any circumstances. 

Compound fractures should be treated with a 
cast and antibiotics, and only if the wound has 
healed without infection within a week after the 
injury, nailing may be used. Primarily infected 
fractures may be nailed if the temperature and sedi- 
mentation rate remain normal, otherwise it is wiser 
to refrain from nailing in these cases. 


b 
years, no local or systemic damage was observed; b, the 
condition after removal of the nails (after 12 months). 
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Fig. 3. Draining pseudarthrosis of the ulna with manus 


radioflexa and synostosis of the radius and ulna. 


Whereas in the treatment of pseudarthrosis of the 
lower limb simple nailing is sufficient, more com- 
plicated procedures are necessary in pseudarthrosis 
of the arm. 

The osteotomy should be done in an acute angle 
to the axis of the bone in order to avoid torsion 
by muscle pull, and special devices like screws and 
spiral springs have been suggested to prevent non- 


union. The author prefers to use very long nails 
which are bent at both ends after insertion (Fig. 3). 

Medullary nailing is also valuable in osteotomy for 
the treatment of malformations, in the resection of 
bone tumors, the correction of fractures that have 
healed in vicious positions, the shortening of the 
bone after poliomyelitis, and in ischemic contractures 
of the forearm, and as a prophylactic measure in 
osteogenesis imperfecta. 

Finally, it is the ideal method of producing rapid 
arthrodesis of the knee. A curved nail, 65 cm. in 
length, is inserted through a small incision at the 
level of the great trochanter and driven down the 
entire length of the femur into the head of the tibia, 
The same method can be used in supracondylar 
fractures of the femur and of the tibial head in aged 
patients in whom the knee must be expected to 
become stiff anyway. After the nailing the patients 
are able to leave their bed after a few days and 
avoid the dangers of prolonged bed rest. 

Summarizing this comprehensive treatise, the 
author states that the only disadvantage of the 
method is the somewhat complicated technique 
which requires a great amount of experience and 
skill. In the hands of an expert it is without danger 
and gives better results than any other method. 

WERNER M. Sotmitz, M.D. 
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BLOOD VESSELS 


Surgery of Congenital Diseases of the Heart and 
Large Blood Vessels (Chirurgie des maladies con- 
génitales du coeur et des gros vaisseaux). L. 
CHRISTOPHE and J. Govarrts. Acta. chir. belg. 
1951, Supp. 2. 


This collective work, accomplished under the 
auspices of the Belgian Surgical Society, comprises 
articles by several collaborators on the staff of the 
Universities of Brussels and Liége. The work is 
divided into three chapters: (1) surgery of congeni- 
tal cardiac lesions without cyanosis, namely, patent 
ductus arteriosus and coarctation of the aorta, 
(2) surgery of congenital cardiac lesions accom- 
panied by cyanosis, namely, the tetralogy of Fallot, 
tricuspid atresia, transposition of large blood vessels, 
pulmonary stenosis, and interauricular or interven- 
tricular communications, and (3) surgery of congeni- 
tal malformations of the heart. 

Originally, a patent ductus arteriosus was at- 
tacked surgically only in the presence of one of the 
following complications: (1) absence of normal 
development of the child, (2) rupture of the duct, 
(3) endocarditis or endarteritis of the duct, and 
(4) cardiac decompensation. At present every indi- 
vidual younger than 25 years with a patent ductus 
arteriosus is considered a candidate for surgery. The 
ideal age is between 3 and 7 years. The preoperative 
treatment, the most popular surgical procedures, and 
the postoperative care are described. 

Operation for coarctation of the aorta is justified 
in all patients under the age of 25 years. However, 
if possible, operation should be avoided in the first 
decade of life. Active endocarditis is the sole contra- 
indication. In patients older than 25 years, surgical 
intervention is indicated only in the presence of 
clinical symptoms. 

The optimal age for the relief of the tetralogy of 
Fallot lies between the ages of 3 and 15 years. In- 
tensive cyanosis, dilatation of the heart, repeated 
syncope, and complete atresia of the pulmonary 
artery constitute the main contraindications to 
operation. Joseru K. Narat, M.D. 


Progressive Constrictive Occlusion of the Abdom- 
inal Aorta with Wiring and Electrothermic 
Coagulation: A One-Stage Operation for Arte- 
riosclerotic Aneurysms of the Abdominal Aorta. 
ARTHUR H. BLAKEMORE. Ann. Surg., 1951, 133: 447- 


One method of electrothermic inactivation of 
aneurysms by coagulation is described in detail. Fine 
insulated, coin silver wire, 10 meters long, is bent 
into a loop and passed through a special needle into 
the aneurysm and electrical contact is made with the 
protruding ends of the wire. A source of about 100 
volts of ungrounded, direct current is used for the 
heating apparatus. The current is so regulated and 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


497 


calibrated against changes in the electrical resistance 
of the wire upon heating as to show an accurate 
measurement of the average temperature of the wire 
at all times and of the rate of blood flow through the 
aneurysm upon initial heating. Each 10 meter seg- 
ment of wire is heated to an average temperature of 
80° C. for a 1o0-second period, following which the 
ends of the wire are buried within the sac. This heat- 
ing of the wire above the heat coagulation point of 
the blood proteins results in the deposit upon the 
wire of a tenacious, clot-stimulating, protein coagu- 
lum. 

This method has been used effectively by the au- 
thor in both saccular and fusiform aneurysms of both 
syphilitic and arteriosclerotic origin. A representa- 
tive case with a successful 11-year and 5-month 
follow-up of a fusiform, syphilitic aneurysm of the 
abdominal aorta in a 32 year old negro is reported. 
This aneurysm occurred just above the superior me- 
senteric artery. The patient was operated upon in 
two stages a month apart during which two 10 meter 
segments of wire were passed. The aortogram now 
demonstrates aortic occlusion with patent renal ar- 
teries. The patient has no more pain, is gainfully 
employed, and there is only some tiredness in the legs 
on running. 

Whereas syphilitic aneurysms cause pain due to 
vertebral erosion, arteriosclerotic ones do not. They 
enlarge in a fusiform manner, elongate, and extend 
to one side of the midline. The pain occurs later but 
is ominous as it indicates progression or impending 
rupture. Also, because of the loss of elastic recoil 
there is a greatly exaggerated pulse wave with each 
heart beat and the aneurysmal sac is subjected to a 
greatly exaggerated pulse pressure. 

Fortunately, the arteriosclerotic aneurysm of the 
abdominal aorta regularly arises 3 or 4 cm. distal to 
the renal arteries. This allows for forms of therapy in 
which gradual occlusion may be employed. Former- 
ly, a two stage wiring operation was required, but 
subsequently the author has employed proximal 
aortic occlusion using a slingshot rubber band en- 
cased in several layers of polythene-dicetyl phos- 
phate film, with wiring and electrothermic coagula- 
tion of the aneurysm when indicated. Eight cases 
with 1 death are reported. The death resulted from 
perforation of the sac, not at the site of constriction. 

LeRoy J. Kiemsasser, M.D. 


Rational Principles in the Treatment of Spontan- 
eous Obliteration of the Arteries (Principes ra- 
tionnels du traitement des oblitérations artérielles 
spontanées). LerIcHE. Rev. chir., Par., 1951, 
70: 65. 

In cases of thrombosis of the large arteries, end- 
arteriectomy or grafting often gives excellent results; 
intermittent claudication and ischemic pains dis- 
appear and chronic leg ulcers heal rapidly. 


However, the physician should be aware of the 
fact that this treatment is purely symptomatic, and 
that the underlying cause persists and frequently 
leads to new thromboses, either in the same vessel 
or in other parts of the vascular system. Two perti- 
nent cases are described in which, years after suc- 
cessful grafting, new thromboses occurred in the 
contralateral extremity and necessitated amputa- 
tion. Both of the patients died some months after 
the amputation, one from thrombosis of the mes- 
—_ artery and the other from a cerebral acci- 

ent. 

The author propounds the hypothesis that essen- 
tial thrombangiosis is of endocrine origin. It starts 
with spasms of the arteries under the influence of 
hyperadrenalism. These spasms lead to alterations 
of the vessel wall and finally to thrombosis. 

The parathyroid is another endocrine gland which 
may play a role in the pathogenesis of thrombosis. 
In animal experiments the author was able to show 
that the administration of parathormone in small 
doses causes deposits of calcium in the media of the 
great vessels and in the myocardium. Latent para- 
thyroidism may very well be a contributory factor 
in the genesis of thrombosis. 

On the basis of these hypotheses the author postu- 
lates that gangliectomy and adrenalectomy should 
precede surgery of the arteries as a matter of routine 
and should be followed by grafting only if the adren- 
alectomy is not successful. In 9 cases he even per- 
formed a parathyroidectomy for the treatment of 
thrombangiosis. 

No data concerning the success of this heroic 
treatment are presented in the article. 

WERNER M. Sotmirz, M.D. 


Crutch Arteritis; Acute Thrombosis Treated by 
Axillary Arteriectomy. (Arteritis por muletas: 
trombosis aguda tratada por arteriectomia axilar). 
J. Vatts-SERRA. Angiologia, 1951, 3: 59- 

The author présents the case of a professional 
writer who had sustained a complete paralysis of the 
lower right extremity following an attack of polio- 
myelitis; he was required to use a crutch. In time a 
typical Reynaud’s disturbance occurred in the right 
hand, characterized by pain, cyanosis, and swelling. 
No radial pulse was palpable. Arteriography, how- 
ever, revealed collateral circulation. 

Exploration revealed an occluding thrombosis in 
the superior part of the axillary artery, which was 
resected. Complete recovery ensued. 

STEPHEN A. Zreman, M.D. 


Thromboembolism in Children; Analysis of 35 
Cases. Paut T. DeCamp, ALTON OCHSNER, and 
MicHaEL DEBAKEY. Ann. Surg., 1951, 133: 611. 


During the 12 year period ending June 30, 1950, 
all cases of acute venous thrombosis (including the 
cerebral and dural veins and the pulmonary arteries 
but excluding the portal system) occurring in a 
group of 35 children 12 years of age or younger who 
were admitted to the Charity Hospital, New Or- 
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leans, Louisiana, make up the basis of this report. 
The adult incidence of thromboembolism was 12.4 
times greater than the pediatric, and the adult inci- 
dence of fatal thromboembolism was 6.1 times 
greater than the pediatric. The mortality rate, 
however, of the pediatric group is reported as being 
much higher than that of the adult group (83 and 


41 per cent, respectively). In the pediatric group | 


the mortality rate was greatest in the first year of 
life, with the special conditions contributing to 
thromboembolism in infancy and childhood oper- 
ating most effectively in the earliest weeks of life. 
Of the 18 cases in the first year of life, 9 occurred 
during the first month. Of the 35 cases of thrombo- 
embolism in children, 5 were instances of nonfatal 
peripheral thrombosis, 1 was a nonfatal pulmonary 
embolism, and 16 were instances of fatal pulmonary 
embolism and thrombosis. No significant sex dif- 
ferentiation was noted, but a higher incidence was 
noted in the white race than in the negro popula- 


on. 

Multiple factors were responsible for the develop- 
ment of venous thrombosis in most instances; these 
included systemic or local infection, dehydration, 
malnutrition, and circulatory stasis. Other common 
etiologic factors were heart disease and injury. Re- 
gional infection including lateral and cavernous 
sinus thrombosis accounted for 16 cases. Systemic 
infection, including pneumonia and meningitis, ap- 
pendical peritonitis, and maternal pyelonephritis, 
accounted for 7 cases; heart disease including con- 
genital heart failure and congenital heart disease, 
for 5 cases; marasmas accounted for 3 cases, injury 
for 1 case, and unknown etiologic factors in the mis- 
cellaneous group for 3 cases. Operative procedures 
rarely precipitated venous thrombosis in the chil- 
dren’s group. 

The intracranial veins were involved in this series 
more often than any other vessels with the excep- 
tion of the pulmonary arteries. The peripheral 
veins were involved in 8 patients, but only 1 in- 
stance of primary deep vein phlebitis of the lower 
extremity occurred, and it is stated that deep vein 
phlebitis is rarely encountered in young children, 
particularly in infancy. This is thought to be due 
probably to the horizontal position, the relatively 
short vessels in the legs, the great activity, the 
rapid circulation, and the absence of any changes 
in the vascular walls. The anatomic sites of throm- 
boembolism in the 35 children included the cerebral 
veins in 16 cases, other visceral veins in 2 cases, the 
peripheral veins in 8 cases, and the pulmonary 
artery in 22 cases. 

It is apparent, as the authors point out, that the 
character of venous thrombosis in children and in- 
fants is entirely different from that in adults for 
venous thrombosis rarely occurs in children without 
major precipitating factors. The factors such as in- 
fection, dehydration, and inanition are of added 
etiologic significance in the vulnerable infant in the 
early weeks of life. The number of cases of throm- 
bosis of the ‘‘marasmic type” is lower in this series 
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than in a former report and points out the better 
methods of controlling hydration, nutrition, and in- 
fection than those present in the past. 

The authors point out that the control of infec- 
tions has developed within the period of this study, 
and note that although the incidence of thrombo- 
embolism and fatal thrombosis has decreased sig- 
nificantly, the improvement is due to the reduction 
in the incidence of septic thrombophlebitis such as 
has occurred in the past with otitis media, mastoid- 
itis, and other infectious conditions. The authors 
point out again that the control of this perplexing 
and highly lethal disease does not lie so much in the 
treatment after the established diagnosis, but rather 
in the prevention of the condition by the control of 
regional and systemic infection and the prevention 
of the debilitating complications, dehydration, mal- 
nutrition, and circulatory stasis. There has been a 
steady decline in the incidence of the disease at the 
Charity Hospital during the past 12 years, which 
becomes more impressive when it is realized that 
in the same period the incidence of fatal and non- 
fatal thromboembolism in the adult has doubled. 

This article brings to the physician the changing 
concept concerning the existence of the disease in 
children and its high mortality rate, and is im- 
portant because there has been little added to the 
literature since the publication of Hutinel’s mono- 
graph written 75 years ago. It is well worth read- 
ing in its entirety. ALLAN D. Cattow, M.D. 


Peripheral Arterial Embolism. J. Ross VEAL and 
Tuomas J. DuGan. Ann. Surg., 1951, 133: 603. 


A logical and orderly plan can be used in the 
management of peripheral arterial embolism. The 
program adopted by the authors is as follows: 

As soon as the diagnosis is established, methods 
to protect the involved limb and restore the blood 
flow are started without delay. An immediate 
sympathetic nerve block is performed. While wait- 
ing to ascertain the results of the nerve block, 
preparations are completed for surgical intervention. 
By the end of a 30 minute period the full effect of 
the nerve block has occurred; if it produces adequate 
circulation the pain will be relieved, the function of 
the limb will be restored, and the skin will become 
pink and warm. With such a degree of recovery one 
can be assured that the limb will survive and em- 
bolectomy will not be necessary. If the block should 
be less effective the end results may be unsatisfac- 
tory; the limb might survive but the impairment of 
circulation be sufficient to incapacitate the function 
to a degree that the patient would be definitely 
handicapped. So if the block fails to show that 
adequate collaterals can be promptly established 
embolectomy should be attempted. 

Following embolectomy or successful sympathetic 
block, anticoagulant therapy was instituted and 
continued for a period of weeks or even months in 
some cases. 

The authors used this plan in treating 28 patients 
early after the embolic episode; all were treated be- 
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fore 8 hours elapsed. Sixteen patients required em- 
bolectomy and 12 responded to conservative meas- 
ures. 

The results obtained in this series demonstrated 
that the chances of restoring adequate circulation 
to the limb in cases of peripheral arterial embolism 
when proper treatment is instituted in the first few 
hours is excellent. In the authors’ series 25 of 28 
patients did show the re-establishment of adequate 
circulation in the limb. Embolectomy failed in 3 
patients because of extensive arteriosclerosis. 

Epwarp H. Camp, M.D. 


Arterial Homografts; Use of Preserved Grafts in the 
Treatment of Neoplastic Disease Involving 
Peripheral Arteries. HENRY SwAN and H. Mason 
Morrit. Arch. Surg., 1951, 62: 767. 


The successful use of stored arterial homografts 
to replace excised segments of femoral arteries has 
been demonstrated by the authors. In 3 patients of 
ages 75, 33, and 79 years, respectively, resections of 
portions of the femoral arteries were performed dur- 
ing wide excisions of inguinal sarcomas. In 1 
patient, a femoral vein autograft was inserted to 
replace the excised artery because an arterial homo- 
graft could not be obtained. In the other patients 
stored arteries, 7 and 44 days old, were used. Initial 
success was indicated by a good distal circulation. 
In 1 patient necrosis and separation of the wound 
exposed the underlying arterial graft. Shortly there- 
after the graft-artery suture line separated. A thigh 
amputation followed. Adequate circulation has been 
maintained through the grafts for 1 and 1% years 
in the other 2 patients. 

The authors discuss the factors contributing to 
success in this type of surgery. They emphasize the 
need for a ready supply of fresh (stored less than 90 
days) arteries. A precise technique of vascular 
suture is necessary. 

It is suggested that certain malignant tumors may 
be widely and adequately excised without the need 
for amputation if the major limb artery is replaced 
by a suitable homograft. 

LeEonarp D. RosEenMAN, M.D. 


Phlebography of the Pelvis by the Transosseous 
Pubic Route (La phlébographie du pelvis par voie 
trans-osseuse pubienne). J. Ducuinc, P. 
D. ENJALBERT, J. PoutHes, and R. Baux. Lyon 
chir., 1951, 46: 393. 

Contrary to the prevailing opinion, the authors 
believe that postoperative phlebitis frequently origi- 
nates not in the lower extremity, especially in the 
calf, but in the pelvis. 

The authors have succeeded in visualizing the 
pelvic veins by injecting an opaque medium into the 
deep dorsal veins of the penis or of the clitoris, or the 
veins of the lower extremities. This article deals with 
pelvic phlebography accomplished by injections into 
the pubis, os ischii, ilium, or the trochanters. The 
injections are made under local or intravenous anes- 
thesia. A unilateral, centripetal visualization of the 
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pelvic veins is thus obtained. Santorini’s plexus, and 
the vesical, uterine, and hemorrhoidal veins are not 
impregnated, but the obturator veins are visualized. 
They consist of a plexus and 2 large veins; thé plexus 
forms anastomoses with the femoral vein. On the 
whole, the internal parietal portion of the pelvic 
veins can be made visible. 

This new method demonstrates the unsuspected 
importance of osseous vascularization and the anas- 
tomoses between the pelvic bones and the extra- 
osseous venous system. 

The method may be used for anatomic and 
physiologic studies of the pelvic veins, the propaga- 
tion of metastases, and problems concerned with 
blood transfusions. Josrepu K. Narat, M.D. 


BLOOD; TRANSFUSION 


Fluid Mechanics and Dynamics of Transfusion; 
Rapid Replacement of Severe Blood Loss. D. G. 
MELROSE and RALPH SHACKMAN. Lancet, Lond., 
1951, 260: 1144. 

After a brief discussion of the deleterious effects 
of prolonged low blood pressure following hemorrhage 
and the failure of late transfusion to alter the effects 
of the irreversibility of shock, these authors discuss 
the limitation of present day gravity feed methods 
of blood replacement. By means of an open circuit 
of pressure tubing 1% inch in diameter, activated by 
a Dale-Schuster pump, rates of flow of isotonic saline 
solution and stored blood were measured with a 
mercury manometer and a direct reading flowmeter 
through tubes, needles, and cannulae of types in 
general use. They stress that the avoidance of un- 
necessary narrowings in the transfusion system and 
acute bends or kinks in the tubing, the use of a drip 
nozzle in the drip chamber of the same internal diam- 
eter as the rubber tubing, and a cannula or needle 
sloping gently from its connecting to its pointed end 
are points of practical importance to minimize 
turbulence and other obstructions which may lower 
the rate of flow. 

With these refinements and with the usual pres- 
sure of roo mm. of Hg (or a head of water of 4 feet— 
the average height of a transfusion bottle above the 
patient) 125 c.c. of saline solution or 75 c.c. of stored 
blood can be delivered in 1 minute through a large 
Hamilton Bailey cannula. To increase this rate of 
transfusion, it is necessary either to increase the 
pressure or to use more than one cannula. For those 
occasions when the rate of transfusion must be above 
those obtainable by the gravity method, the auth- 
ors use a rotary pump modified by Riddell (1939). 
With this equipment they claim that a flow of blood 
of 350 c.c. per minute can be obtained at an operat- 
ing pressure of 120 mm. of mercury and the rate of 
flow is not affected by variation in the resistance to 
the outflow, such as caused by vascular spasms. 
This system is said to be equally usable for intra- 
venous or intra-arterial transfusions. Inasmuch as 
the normal stroke volume is increased by only some 
9 per cent with a rate of transfusion of 350 c.c. per 


minute, the risk of overloading the heart by high 
speed transfusion is stated to be not so great as 
might at first appear. However, inasmuch as the 
circulation may be overloaded very quickly, with 
a rise in venous pressure and followed by serious 
cardiac embarrassment, especially with a diseased 
myocardium, it is important to be certain that the 
amount transfused does not exceed the blood loss, 
A raised jugular venous pressure must be taken as 
a warning to stop the transfusion. 

The authors endorse the findings of Glaser and 
Page (1948) that only 70 per cent of the estimated 
blood loss should be rapidly replaced, inasmuch as 
this amount has been found sufficient to restore the 
blood pressure fully. Hemolysis resulting from the 
action of the rotary pump is said to be negligible and 
the local venous thrombosis, a common sequel of 
pressure transfusion, is not usually a serious com- 
plication. Precautions should be observed to avoid 
air embolism by using only sound tubing and main- 
taining a blood reservoir with adequate reserve. 

Twelve patients have been so transfused by these 
authors and details are given for 2 of them. 

D. CA.ttow, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Tuberculosis of the Peripheral Lymph Nodes and 
Its Treatment (Ueber die Tuberkulose der periph- 
eren Lymphknoten und ihre Behandlung). H. 
Brueccer. Med. Welt, 1951, 20: 657. 


This article by the medical director of a tubercu- 
losis sanitarium in the Bavarian Alps was originally 
presented as a lecture at the Sixth International 
Congress of Pediatrics in 1950. 

Primary generalized tuberculosis of the lymph 
nodes is relatively rare. It occurs mostly in popula- 
tions suffering from malnutrition, or in isolated 
groups which previously had little contact with 
tuberculosis, such as African negroes or inhabitants 
of the steppes in southern Russia. 

Local infection is much more frequent. Its origin 
may be either lymphogenous or hematogenous. The 
onset and course in hematogenous infections are 
often acute rather than insidious. The lymph node 
shows rapid enlargement with reddening of the skin 
and fluctuation. Only one node is involved as 
opposed to lymphogenous infection in which usually 
a whole chain of cervical nodes are affected. The 
site of predilection for hematogenous infection are 
the nodes behind the sternomastoid muscle, often 
on both sides. 

Lymphogenous infection is by far the more fre- 
quent. Only in about 2 per cent of the cases are the 
submental and submandibular nodes affected pri- 
marily; in these cases the focus is in the teeth, 
tongue, or gums. In the vast majority of the cases 
the cervical nodes are involved, especially in the 
neighborhood of the angle of the mandible and the 
source of the infection is in and around the tonsils 
and the pharyngeal mucosa. The infected node 


undergoes caseation in most cases. Caseous nodes 
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frequently liquefy, the capsule degenerates and per- 
forates, and the pus penetrates the soft tissue and 
the skin. Frequently, scrobuloderma develops in the 
area of a liquefied tuberculous node. If no lique- 
faction and perforation of the capsule occur, calcifi- 
cation sets in. This process is usually complete 
after 2 years. 

It is remarkable that invasion of the blood stream 
from a tuberculous cervical lymph node is extremely 
rare. The author saw only 1 case of miliary tubercu- 
losis in more than 1,000 cases of tuberculosis of the 
cervical nodes, whereas miliary tuberculosis after 
infection of the mesenteric nodes is relatively fre- 
quent. Occasionally, the nodes above the level of 
the mandibular angle, even the preauricular nodes, 
are infected secondarily by reflux. In some cases 
the pus does not find its way to the surface and 
gravitation abscesses develop, especially in the 
retropharyngeal area. 

A large part of the article is devoted to surgical 
therapy. The author believes that four types of 
tuberculous peripheral lymph nodes should be 
treated by extirpation: fluctuating but not yet per- 
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forated nodes, those with acutely developing or 
rapidly growing masses, those with large masses of 
calcification, and those with tumors which have been 
treated conservatively without success. Later on, 
the author proceeded to extirpate also perforated 
and draining abscesses. 

The technique is described in detail. Often it is 
necessary to remove not only one node but the entire 
chain. Following all extirpations, streptomycin is 
given for several weeks. 

Extirpation of tuberculous lymph nodes was done 
in more than 1,600 cases. The results were very 
satisfactory. No general spread of the infection fol- 
lowed the operation in any case. Other untoward 
side effects were rare. In 5 cases paresis of the 
trapezius muscle developed because of injury of the 
accessory nerve. 

Whether tonsillectomy should be added to extir- 
pation of the lymph nodes is an open question. The 
author performed a tonsillectomy in 79 cases, but he 
does not believe that it offers special advantages 
except in rare instances. 

WERNER M. Sotmitz, M.D. 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Scalp Defects and Their Repair. Kerwin M. Marcks, 
ALLAN E. TREVASKIS, and THomas J. NAuss. Plastic 
& Reconstr. Surg., 1951, 7: 237. 


Primary traumatic avulsions of the scalp occur 
primarily in industrial accidents. The most impor- 
tant factor in their treatment is control of hemor- 
rhage, management of shock, and coverage at the 
earliest possible opportunity. Burns of the scalp are 
also included in this category and should be treated 
like burns in any other part of the body. If the per- 
iosteum has been damaged, or the outer table of the 
skull, excision of the outer table appears to be a more 
superior method for the institution of granulation 
tissue than drilling holes through the outer table. 
Complete débridement of all necrotic tissue must be 
performed prior to any consideration of coverage. 
Split grafts may be applied after the wound has 
developed healthy granulation tissue. 

Angiomas of the scalp should be excised surgically 
and covered initially, either by primary suture, rota- 
tion flaps with a wide base, or application of a split 
graft with subsequent rotation of hair-bearing flaps. 

Carcinoma of the scalp presents a different prob- 
lem since definitive rotation of hair-bearing flaps is 
postponed until the danger of recurrence is past. The 
authors apply a split thickness graft initially, how- 
ever. 

Six cases of various types of scalp defects, with ap- 
propriate pictures, are presented to illustrate the 
efficacy of the methods suggested and the variations 
with different disease processes. 

C. FREDERICK KitTLE, M.D. 


Free Pattern Skin Graft in Total Scalp Avulsion. 
Stoney K. Wynn. Plastic & Reconstr. Surg., 1951, 

Extensive losses of scalp covering have been re- 
ported in the medical literature for many years and 
patients suffering from this in the past were doomed 
to die from prolonged infection or intracranial com- 
plications. Often they went through long periods of 
suffering with granulating wounds, sequestration of 
denuded cranial bone, or severe resultant defects 
about large areas of scar formation. The accepted 
treatment at present is the provision for adequate 
skin coverage in the shortest period of time. 

The etiology of large scalp defects is usually due 
to burns, the impact of sharp or blunt objects, infec- 
tions, scalping by the paws of animals or human 
beings, and industrial accidents (rotating gears, etc.). 

The general care after this trauma is that of any 
patient who has suffered severe wounds (manage- 
ment of shock, etc.). 

The case history of a female who caught her hair 
in the shaft of a bean-separating machine, with 


total avulsion of the scalp, is presented. The skin of 
the neck was undermined to the level of the shoulder, 
Initial treatment consisted of débridement of necrot- 
ic tissue and continuous saline dressings. By the 
fourth or fifth hospital day it was apparent that two 
large areas of the skull had lost their periosteum. 
Numerous holes were drilled through the outer table 
of the skull in these regions to initiate the growth of 
granulation from the diploic layer. A paper pattern 
of the skin defect was cut after granulation tissue 
had been well established. On the twentieth day 
after the initial accident, two large Padgett-Hood 
dermatome drums of split thickness skin were cut 
from each thigh. This skin was then sutured together 
as indicated by the paper pattern. The completed 
graft was placed on the scalp in the fashion of a skull 
cap and sutured along its periphery with No. oo00o 
dermalon suture. Plasma and bovine thrombin were 
used to insure adhesion of the graft to the granula- 
tion tissue. A roo per cent take resulted initially, but 
subsequently a small sequestrum of bone was found 
in one area. This defect healed rapidly after removal 
of the dead bone. 

Further surgery with use of a full thickness skin 
graft was necessary to restore the left eyebrow to its 
normal position. After this had healed, the patient 
was fitted with a wig and a satisfactory cosmetic 
result was obtained. 

The author stresses the use of a paper pattern, 
thus minimizing the necessity of direct suture to a 
granulating surface and decreasing the operating 
time. In addition, the pattern also gives an estimate 
of the number of drums of skin needed before the 
actual surgery is performed. 

C. FREDERICK KitttE, M.D. 


Posttraumatic Blood Changes and the Suscepti- 
bility to Thrombosis (Posttraumatische Blut- 
veraenderungen und Thrombosebereitschaft). W. 
GUGELMANN. Helvet. chir. acta, 1951, 18: 178. 


This is the second part of an article on thrombosis 
based upon the study of 600 cases of closed fracture 
observed at Davos, Switzerland, in the years from 
1942 to 1949. The first part dealt largely with the 
pretraumatic predisposing factors, while this part 
deals more with the posttraumatic factors. In the 
first part there was appended a table outlining the 
entire subject of thrombotic susceptibility in the 
form 4 a schematic chart (Helvet. chir. acta, 1951, 
18: 80). 

Posttraumatic thrombosis is always direct and 
may be progressive. It is rarely found at any dis- 
tance from the trauma. As a rule, this form of 
thrombosis develops in about a week after the injury 
and is the result of a complex combination of factors. 
This is the time at which the sedimentation rate is at 
its highest point and the number of thrombocytes 
and the prothrombin index are at their lowest. In 
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fact, it occurs just at the time when the blood 
changes are at their greatest height. These findings 
are not to be regarded as pathological so much as ac- 
centuations of the physiologic processes of repair, 
and are exactly similar to those of postoperative re- 
air. 

¥ The factors are, of course, subject to influence from 
many other factors, some of them little related to the 
injury itself. Such factors may have been present 
before the trauma took place and continue to exert 
an influence on the mechanism of predisposition. 
Such factors as cardiovascular insufficiency or inter- 
current affections (influenza) may, of course, be 
present or develop without any relationship to the 
traumatic incident. These may not only determine 
the advent of the thrombotic process but may also 
decide whether it remains localized or assumes a pro- 
gressive form. 

All these matters must be carefully considered by 
the attending physician, since they may be of de- 
cided importance in any litigation resulting from the 
accident, and as to the amount of insurance benefits 
which may accrue. Joun W. Brennav, M.D. 


Physical Treatment and Rehabilitation of the Para- 
plegic Patient. Harotp Dinken. J. Am. M.Ass., 
1951, 146: 232. 

The major objectives of physical medicine and 
rehabilitation in the care of the paraplegic patient 
are presented. The basic principles involved the 
techniques used to attain these objectives are briefly 
discussed. 

Successful clinical management requires the early, 
individualized application of these principles and 
techniques, which must be integrated into the total 
therapeutic program. Joun J. Matoney, M.D. 


Neurosurgery in the Rehabilitation of Paraplegics. 
Joun D. Frencu. J. Am. M. Ass., 1951, 146: 223. 


Neurosurgical procedures applicable to para- 
plegic patients for rehabilitation are described and 
discussed. 

Over a period of 2 years the operations performed 
on a total of 76 patients were late laminectomy (16), 
subarachnoid alcohol injection (18), rhizotomy (4), 
neurectomy, (21), and chordotomy (17). There 
were no fatalities. Short case histories are given. 

Joun J. Matoney, M.D. 


Urological Aspects of Rehabilitation in Spinal Cord 
Injuries. Ernest Bors. J. Am. M. Ass., 1951, 146: 
225. 

Urological and physical rehabilitation start as a 
synchronized effort. Improved understanding of the 
pathophysiology of the neurogenic bladder and its 
associated complications, sulfa drugs, and antibiotics 
have kept the mortality from genitourinary causes 
to around 1 per cent following World War IT. 

Bladder function depends upon the co-ordinated 
or balanced action of the forces of expulsion and re- 
tention. This balance is disturbed in the neurogenic 
bladder and results in incomplete emptying; it can 
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be expressed in percentage as the residue/capacity 
ratio. The forces of expulsion and retention consist 
of smooth and striated muscles: the detrusor abdomi- 
nal muscles, the diaphragm and vesical neck muscles, 
and the pelvic floor muscles, respectively. Spinal 
autonomic facilitatory centers of micturition are 
situated at the same levels from which somatic lower 
motor neurons of inhibition originate. 

Neurogenic bladders resulting from lesions above 
the conus differ functionally from those resulting 
from lesions at or below the conus. A simple classi- 
fication is based upon the involvement of the somatic 
neurons and the term of balance. Consequently, a 
neurogenic bladder may result from an upper or 
lower motor neuron lesion which may be complete 
or incomplete. The bladder of an upper motor neu- 
ron lesion is well balanced with a residue up to 20 
per cent and a capacity of 300 c.c. In lower motor 
neuron lesions the balance is good with a residue up 
to 10 per cent and a capacity of 400 c.c. Retraining 
of abdominal and diaphragmatic muscles is espe- 
cially important in lower motor neuron lesions in 
which strain is important for micturition. The diag- 
nosis of the type of neurogenic bladder depends on 
the result of the neurologic examination, including 
activity of the conus and urologic investigation, 
cystoscopy, sphincterometry, cystometry, urogra- 
phy, and balance. None of these examinations is 
adequate in itself. 

The routine management consists of the introduc- 
tion of a Foley bag catheter No. 16-18, and tidal 
drainage with Munro’s bladder training under sur- 
veillance of bladder function by frequent urologic 
examinations. If balanced bladder function fails to 
return within 3 to 6 months, the cause must be 
corrected. Patients with upper motor neuron lesions 
and conus activity are suited for pudendal nerve 
anesthesia, pudendal neurectomy, transurethral re- 


-section, or a combination of these methods. Patients 


with lower motor neuron lesions are treated by 
transurethral resection. 

The rationale of pudendal operations is based up- 
on the knowledge of the intertwining smooth and 
striated muscle fibers at the vesical neck and upon 
dual innervation by the presacral and pudendal 
nerves. Permanent restoration of bladder function 
was more frequent (47 of 107 patients) in traumatic 
than in nontraumatic cases (2 of 23 patients). A 
combination of a small transurethral resection and 
pudendal nerve anesthesia was beneficial in 8 trau- 
matic and 4 nontraumatic cases. Even dysfunction 
of the bladder of long standing does not exclude suc- 
cess by attack through the pudendal nerve. 

Twenty-eight of 43 patients with traumatic cord 
lesions regained good bladder function after a sub- 
arachnoid alcohol block, which was indicated by the 
skeletal spasticity of the patient. Seven of these 
patients required additional transurethral resections. 

the author’s series of 623 patients, 71 (11.4%) 
were treated by transurethral resection. Bladder 
function was restored in 44 by resection alone, and 
in an additional 22, auxiliary methods (pudendal 


nerve anesthesia, pudendal neurectomy, subarach- 
noid alcohol block) yielded a good result, bringing 
the total up to 68 patients. The earliest time of re- 
section was 4 months and the latest 7 years, after 
injury. Fifty patients had an upper, and 21 a lower 
motor neuron lesion. Small amounts of tissue from 
the posterior lip and lateral folds were removed at 
each intervention and occasionally several stages 
were necessary. Early and late hemorrhages were 
frequent postoperative complications. 

Renal calculi occurred in 10.9 per cent of the 623 
patients and bladder calculi in 34.2 per cent. In war- 
time injuries, the incidence of renal calculi was high- 
er (15.5%) than in peacetime injuries (4.8%), while 
vesical calculi were more frequent in peacetime in- 
juries (40.8%) than in wartime injuries (29%). 
These findings were thought to be related to the 
Foley bags which favor the formation of incrustation. 
Renal calculi in ambulatory patients were treated 
operatively, but in bedfast patients conservative 
treatment was used provided that no vital indication 
by blocking made intervention necessary. Early 
ambulation, a high fluid intake, and the reduction of 
infection are important for the prevention of renal 
calculi. 

Epididymitis occurred in 143 (23.9%) of the 623 
patients. It was least frequent with suprapubic, and 
most frequent with intraurethral catheters. 

Urethral fistula at the penoscrotal junction oc- 
curred in 43 (6.9%) of the 623 patients. It was more 
frequent in peacetime than in wartime because of the 
more frequent use of intraurethral catheters in 
peacetime which cause a decubitus at the acute angle 
at the penoscrotal junction. The same mechanism 
was held responsible for the development of a di- 
verticulum at the same site, which was observed in 
80 (48.4%) of 165 patients examined at random. 
Larger diverticula and penoscrotal fistulas are 
treated surgically while smaller diverticula remain 
only under observation. Ernest Bors, M.D. 


Reconstructive Surgery in Spinal Cord Injuries. A. 
Estin Comarr. J. Am. M. Ass., 1951, 146: 229. 


The following results have been obtained over a 4 
year period (April 1946 through April 1950), of 
— of decubitus ulcer in injuries of the spinal 
cord: 

A. Conservative results : 

1. Surveys taken at various periods show that 
an average of 59.1 per cent of the total 
number of ulcers at various sites will heal 
under conservative measures. 

B. Surgical results 

1. One hundred and seventeen operations were 
performed on g2 individual trochanteric 
ulcers with an average rate of cure of 89.4 
per cent. 

2. Seventy-seven operations were performed on 
64 individual sacral ulcers with an average 
rate of cure of 93.4 per cent. 

3. One hundred and twelve operations were 
performed on 62 individual ischial ulcers 
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with use of a partial bone resection tech- 
nique. The average rate of cure was 85 per 
cent. 

4. Sixty-eight individual operations removing 
portions of the ischium were performed. The 
rate of cure was 100 per cent. Two patients 
required secondary superficial skin closures. 

5. The head, neck, and trochanter of the femur 
were resected in 7 cases of individual tro- 
chanteric ulcer complicated by dislocation of 
the hip. The rate of cure was 100 per cent. 

JouN J. Matoney, M.D. 


Significance of Postoperative Glycosuria and Keto- 
nuria in Nondiabetic Adults. Robert ELmMan 
- T. E. WEICHSELBAUM. Arch. Surg., 1951, 62: 

3. 

Observations were made on 394 twenty-four hour 
specimens of urine obtained from 78 patients under- 
going a variety of surgical procedures, all carried 
out with the patient under general anesthesia. No 
patient had any evidence of diabetes. In all cases, 
anesthesia consisted of induction with intravenously 
administered thiopental sodium (pentothal) followed 
by nitrous oxide, oxygen, and ether, frequently 
supplemented with curare. All operations were 
intra-abdominal and varied from simple appendec- 
tomy to gastric, colic, and abdominoperineal re- 
sections. The postoperative course was uneventful, 
and there were no deaths. Fifteen of the patients 
were observed for a period of 2 to 5 days before 
operation as well as for 3 to 5 days after operation. 
In all other cases, only the postoperative period was 
studied. 

Postoperative glycosuria in itself may be a de- 
sirable phenomenon in so far as it assures the highest 
rate of glucose assimilation; however, its dehydrat- 
ing effect during infusion cannot be accepted com- 
placently, particularly in very sick patients. This 
dehydration may be combated, of course, by the 
administration of more fluids or by a slower rate of 
injection; however, this detracts from the advan- 
tages of giving the infusion in a shorter time. This 
dilemma may be solved by the use of to per cent 
fructose solutions. 

Glycosuria was found in 78 per cent of preopera- 
tive and postoperative specimens in patients re- 
ceiving 5 to 10 per cent dextrose with or without 
added amino acids, alcohol, or salt. The degree and 
incidence were slightly greater after operation, espe- 
cially on the second and third days, than before. 
There was no evidence of increased glycosuria on the 
day of operation. Glycosuria tended to be greater 
with increased rates of infusion. The actual amounts 
of glucose lost varied with an intake of 100 gm. 4 
day, and of 50 per cent of that injected with a 
daily intake of 200 gm. 

Diuresis accompanied glycosuria during the peri- 
ods of infusion but was compensated by subsequent 
oliguria during the period when no infusions were 
given. This transient dehydration may be harmful 
in certain patients. 
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Acetonuria was found in but 20 per cent of all 
specimens and showed no difference in incidence 
before or after operation. It was more frequent in 
females than in males, more frequent with a 100 gm. 
dextrose intake than with 200 gm., and much more 
frequent after the injection of amino acids. The 
total amount of ketone bodies excreted was always 
small, not exceeding 1 gm. each 24 hours in all but 
one specimen and being probably less than 200 mgm. 
in the rest. This degree of ketonuria is considered 
of little or no significance in leading to a disturbance 
of acid-base balance. It is probably only indicative 
of a subcaloric intake and of the fact that adipose 
tissue is supplying calories for basic metabolic needs. 

No evidence was found in the postoperative period 
that the rate of glucose assimilation could be in- 
creased by a preliminary infusion of dextrose at a 
slower rate. 

It is inferred from the present study that there is 
little evidence of a serious disturbance in the car- 
bohydrate metabolism in nondiabetic adults sub- 
jected to major surgical procedures and receiving 
feedings intravenously; however, the degree of glu- 
cose loss may reach 25 to 50 per cent of that in- 
jected. Excessive glycosuria may be harmful by 
producing transient dehydration. 

BENJAMIN GotpMAN, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


The Treatment of Lesions from Radium and Roent- 
gen Therapy (Tratamiento de las lesiones produ- 
cidas por la radium y roentgenterapia). ALBERTO 
G. ALBERTENGO. Bol. Soc. cir., Rosario, 1950, 17: 
254. 

The ideas here expressed are drawn from the ob- 
servation of 68 cases of radium and roentgen burns 
at the institute at Milano, Italy, where the author 
acted as voluntary assistant in the clinic of San- 
venero-Rosselli, and 2 cases seen since his return to 
Argentina. 

Special warning is issued against the directing of 
radiations to bones, cartilages, and metallic inserts 
or prostheses. The development of cancer is ascribed 
not so much to the action of the radiation itself but 
to the chronic irritation produced by the tissue 
changes in the damaged area. 

In the acute stage the injury should be treated 
symptomatically. The discharge of secretions and 
the elimination of necrotic tissues should be facili- 
tated. For first degree burns this may be sufficient 
for definitive restitution. Infection should, of course, 
be guarded against with sulfonamides and anti- 
biotics. In second degree burns, during the acute 
stage, immobilization is necessary as well as com- 
pressive dressings and unguents. In third degree in- 
juries humid dressings should be applied; they should 
contain weakly resorcinated solutions of lead ace- 
tate. 

_ The chronic lesions are, as a rule, little benefited 

by medical measures or the use of radon pastes; they 
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may heal but they tend to recur. The only definitive 
results will be procured by the elimination of the 
damaged tissues. They should be excised into 
healthy tissues. It must be remembered that the 
microscopic evidence of damage is always much more 
extensive than the macroscopic evidence. Thus, the 
excision should be extensive, both as regards surface 
extension and depth. In such regions as the neck, of 
course, it is necessary to be economical with the re- 
sections. The surgeon should assure transplants with 
a plentiful blood supply. Such transplants are ob- 
tained by shifting the neighboring skin, or using the 
pediculated flap or the tubular transplants of Gillies 
and Filatoff. These vigorous transferred tissues are 
not only able to maintain themselves but also serve 
to help oxygenate the bordering damaged tissue and 
revascularize it. The free transplant is permissible 
only in small superficial lesions. 

In 1 patient amputation of a hand involved in 
malignant degeneration was necessary; in all of the 
other patients the parts were conserved. In 56.5 per 
cent the tubular transplant of Gillies and Filatoff 
was used, in 18.6 per cent pediculated flaps were em- 
ployed, and in 10 per cent plastic repair by the shift- 
ing of neighboring skin was done. In 1 patient a flap 
of fascia lata was transferred to the cheek, and in 2 
patients, bone implants were transferred to repair a 
saddle nose deformity. 

There were 6 instances of malignant degeneration. 
This made up 8.57 per cent of all the cases and 13.19 
per cent of the second and third degree burns. In 5 
of these patients the cancers present were of the 
spinocellular type and in the remaining instance the 
tumor present was a basocellular carcinoma. The 
period of latency, that is, the time elapsing between 
the period of treatment and the appearance of the 
malignant degenerative process was, respectively, 9. 
10, 12, 18, 19, and 19 years. 

Joun W. BRENNAN, M.D. 


Survival After Almost Complete Body Surface Burn. 
Relation to Newer Concepts of Treatment and 
Report of a Case. Louis Horrman and A. W. 
BrRonwEL.. U.S. Armed Forces M.J., 1951, 2: 577- 


This case is reported (1) because of the survival of 
a person with a go to 95 per cent body burn; (2) to 
advocate and support the recent physiologic trends 
in the use of whole blood early and in adequate 
amounts, in spite of hemoconcentration and the 
feared complications of giving blood in its presence; 
and (3) to summarize the newer, more logical con- 
cept of the treatment of burns. 

There is included a detailed description of the 
condition of the patient, the immediate treatment, 
and the progress of the burn. Nitrofurazone oint- 
ment was the skin application of choice in this case. 

On the basis of a review of the literature and the 
experience of the authors, the treatment of burns 
which they believe gives the best results is summar- 
ized. In the past, most of the attention has been 
centered on the local treatment of burns, but in 
recent years a shift of interest to the physiologic 
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aspect of burn treatment has greatly improved the 
prognosis. 

1. Emergency treatment. Immediate draping of 
the patient in sterile or clean sheets should be done 
if at all possible. Morphine should be given intra- 
venously immediately because of its rapid and non- 
accumulative action. The dose should be 10 mgm. 
given intravenously. This can be repeated as often 
as pain dictates. Morphine given subcutaneously 
is often ineffective because the patient’s shock results 
in poor peripheral circulation, and, therefore, de- 
layed absorption of the drug. The dose is often 
repeated once or twice by the unwary, resulting in 
cumulative action or overdosage when the shock 
is controlled. Morphine can be given intravenously 
at repeated intervals when its effect wears off with- 
out danger of cumulative action. The intravenous 
administration of procaine is of great value in 
allaying pain and discomfort when morphine is 
either ineffective or contraindicated. It may also 
be a good prophylactic measure against anuria. 

2. Admission to a hospital where adequate facilities 
are available. 

3. Pressure dressings should be applied without 
any débridement or breaking of blebs while the 
patient is being prepared for transfusion. Many 
types of local applications are used and advocated by 
various authors. The method which the individual 
physician is accustomed to should be used. Because 
a patient with burns presents an ideal condition for 
thrombophlebitis or phlebothrombosis, such as (1) 
shock with decreased blood flow and lower venous 
pressure, (2) hemoconcentration with increased 
blood viscosity, (3) prolonged immobilization, (4) 
sepsis, (5) edema, and (6) nutritional deficiencies, 
and is subjected to circular dressings and intravenous 
injections, one must be especially careful to avoid 
any tourniquet effect with pressure dressings of the 
extremities. Pressure dressings, if applied too tightly 
about the chest and abdomen, may impede breath- 
ing and help produce atelectasis, pulmonary edema, 
and pulmonary congestion with resulting anoxemia. 
In hot weather massive pressure dressings may in- 
crease the body temperature and discomfort. 

4. Tetanus toxoid or antitoxin should be adminis- 
tered to all burned patients and prophylaxis against 
gas gangrene should be given if indicated. 

5. Whole blood transfusion of 500 c.c. or more 
should be given immediately. This should be re- 
peated daily for 3 days and thereafter as indicated 
by (1) the blood picture, (2) the shift of fluids from 
the extracellular spaces to the intravascular system 
as shown by the increased urinary output and the 
fall in hematocrit, or (3) by both. Whole blood is 
preferred to blood substitutes because: (1) it restores 
all deficits of the circulating fluid volume better than 
any other single agent; (2) it contains nearly twice 
as much protein as plasma, thereby having a greater 
sparing action on the body proteins; (3) in control- 
ling shock it lessens the possibilities of anoxemic 
damage to the brain, liver, kidneys, and bone mar- 
row; (4) it helps prevent toxemia; (5) there is less 
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tendency to develop pulmonary edema than when 
large amounts of electrolytes and plasma are given; 
(6) it stimulates the function and oxygen-carrying 
capacity of the circulating red blood cells lost 
through coagulation in the capillaries of the burned 
area, increased permeability of the capillaries, and 
red blood cell destruction by hemolysis and sepsis; 
(7) it stimulates red blood cell regeneration; (8) it 
prevents vomiting caused by delayed emptying of 
the stomach which is frequently associated with an 
inadequate or lowered total blood volume; and (9) 
it prevents the anemias which frequently occur in 
the intermediate period. 

Many physicians are afraid to give whole blood in 
hemoconcentration. These fears are exaggerated 
and empirical because a transfusion of blood with a 
hematocrit reading of 42 can only dilute blood with 
a higher hematocrit reading. Early adequate treat- 
ment by whole blood transfusions will produce an 
earlier shift of the fluids from the extracellular com- 
partments to the intravascular system. This is 
shown by an increased urinary output and decrease 
in the hematocrit reading. The fear of giving whole 
blood in the presence of hemoconcentration is based 
on (1) increasing the viscosity of the circulating 
blood, (2) increasing the chances of phlebitis, throm- 
bophlebitis, or phlebothrombosis, and (3) producing 
hemoglobinemia and hemoglobinuria with the possi- 
bility of hemoglobin crystallization in the kidney 
tubules. The recent literature does not show any 
increase in phlebitis, thrombophlebitis, or phlebo- 
thrombosis as the result of whole blood transfusions. 
According to the Cocoanut Grove experience, no 
kidney damage developed as a result of hemoglo- 
binemia and hemoglobinuria. In the recent litera- 
ture, we have not been able to find anything that 
contraindicates whole blood transfusions solely be- 
cause of hemoconcentration. 

6. Electrolytes. As soon as the patient is admitted 
to his room, a catheter should be inserted in the blad- 
der in order that the urinary output may be ob- 
served. The patient should have an output in the 
first 24 hours of about 1,000 c.c. After this, a 
urinary output above 1,500 c.c. should be main- 
tained. The electrolyte loss in the burned area 
consists of sodium bicarbonate and sodium chloride. 
If nausea and vomiting are present, lactated Ring- 
er’s solution should be given parenterally. In shock 
there is little absorption from the subcutaneous 
tissues, stomach, and intestinal tract until the blood 
flow is re-established. Therefore, lactated Ringer’s 
solution should be given intravenously when shock 
is present. If there is no nausea or vomiting, fluids 
should be given by mouth. Two solutions can be 
used by this route. One is a mixture of 1 teaspoonful 
of sodium chloride and two-thirds of a teaspoon of 
sodium bicarbonate or citrate to one quart of water. 
The second is a one-sixth molar solution of sodium 
lactate. Sodium chloride alone should not be used 
since it might produce an acidosis. Two beneficial 
results are obtained from the use of sodium lactate: 
(1) quick control of acidosis, and (2) improvement of 
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the urinary output. There should be no arbitrary 
rule as to the amount of electrolyte given. This 
should be determined by the patient’s response to 
blood, plasma, and electrolyte administration. How- 
ever, 3 to 5 liters of fluid in the first 24 hours and 2 
to 3 liters in the second 24 hours, as tolerated, seems 
to be reasonable. The urinary output should be the 
determining factor. These fluids do not prevent a 
metabolic acidosis (ketosis) which is likely to develop 
in burned or scalded children. Sugar is needed to 
prevent this and hard candy is a satisfactory source. 
No water is allowed by mouth until the shift of 
fluids from the extracellular compartment to the 
intravenous system has occurred, unless there are 
signs of water needs. These are: severe thirst, dry 
mucous membranes, rise in temperature, and plasma 
sodium concentration above 138 milliequivalents per 
liter. The shift of the fluids is evidenced by: (1) an 
increased urinary output, (2) fall in the hematocrit 
and red blood cell count, and (3) subsidence of edema 
in the burned areas. At this stage, the bandages 
become loose. If salt solution is maintained after 
the shift has occurred, it will prolong the edema and 
interfere with healing. The huge amounts of fluids 
(10,000 to 15,000 c.c. every 24 hours) advocated in 
earlier periods by some physicians seem excessive 
and may do more harm than good. Potassium and 
calcium deficiencies tend to develop later because 
of loss through granulations, especially if the patient 
does not eat enough at this stage. Whole or dried 
milk is a good source of calcium, and meat, liver, and 
fish are a good source of potassium; therefore, the 
proteins of the diet should consist largely of milk 
and meat. 

7. Oxygen. In the treatment of shock, oxygen is 
indicated if there is any sign of respiratory embar- 
rassment or anoxemia. 

8. Rapid mobilization of the patient. 

9. Diet. It is essential to give a high protein, high 
caloric, and high vitamin diet. The patient should 
have a protein intake of 200 to 400 gm. a day, and 
carbohydrates in excess of 300 gm. a day. This 
should be supplemented by adequate amounts of 
vitamin B complex and ascorbic acid given intra- 
venously and, as soon as tolerated, with polyvita- 
mins and ascorbic acid given by mouth. Various 
investigators have proved adrenocortical extract to 
be of doubtful value, but the authors believe that it 
should be given so that the patient might have every 
advantage. 

10. Antibiotics that are indicated should be given 
immediately and should be continued in sufficient 
amounts until the burn is healed. 

11. Skin grafting should be performed as soon as 
possible. Joun E. Krexpatricx, M.D. 


Skin Grafting in Burns (O enxérto de 
duras). Ary Do Carmo Russo. 
S. Paulo, 1950, 13: 525. 
The author describes various burns, confining 
himself exclusively to third degree burns and burns 
which require skin grafting. 
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He classifies the local evolution of burns into two 
phases: (1) the phase of aggression, and (2) the phase 
of repair, which consists in the elimination of necrotic 
tissue and cicatrization. 

The local treatment of burns during the phase of 
aggression should be confined to the protection of the 
organism from the noxious effects of the local lesion. 
During the second phase, treatment must be active. 
The elimination of necrotic tissue can be materially 
accelerated by the use of pyruvic acid if the patient 
can tolerate it, or through surgical débridement, 
which again must be chosen with judgment regard- 
ing the general condition of the patient and the local 
situation. Skin grafting should be instituted as soon 
as possible. The author uses small thin grafts, con- 
tending that these take very quickly and that the 
technique of securing them is very simple and within 
the realm of every general surgeon. Careful atten- 
tion to the nutritional condition of the patient, as 
well as to the depletion which follows extensive burns, 
is necessary. Antibioties are used liberally. 

MicvueEt Drosinsxy, M.D. 


The Treatment of the Sequelae of Burns (Trata- 
miento de las secuelas de las quemaduras). Héctor 
Marino. Dia méd., B. Air., 1951, 23: 789. 


The author regards specialization in the matter of 
treating burn injuries as the most urgent need in 
Argentina as well as in other South American coun- 
tries. He goes even further and recommends that a 
distinction with reference to specialization be made 
between the acute period, the period of early lesions, 
and the late period, the period of sequelae. As a first 
step in this direction Argentina has created a 
National Burn Center which is under the Minister of 
Public Health. One hundred beds have been set 
aside to provide a maximum of attention and the 
latest methods of treatment for burn patients. 

It is asserted that burns have a higher mortality 
than that of cancer, of tuberculosis and, indeed, of 
many other morbid entities which are generally con- 
sidered to be of extreme gravity. This specialized 
service offers the best chance for good results, sci- 
entifically, economically, and socially. In this re- 
gard, however, a warning is given: it is better to use 
tested methods of therapy than to institute a series 
of experimental attacks on the burn with untested 
methods. The best means of securing satisfactory 
results is to suppress all improvisation and keep all 
treatment within a definite routine which has been 
born of experience. This experience can be had, how- 
ever, only if burn patients are brought under the care 
of a determined group of technicians, each responsi- 
ble for a certain definite type of burn injury. 

Rehabilitation must also be considered with the 
other forms of treatment. It should not only be 
physical but also psychologic. The badly burned pa- 
tient is a badly frightened and shocked individual, 
and the depression of the emotional state may quite 
easily develop repercussion in the vegetative nervous 
system with unfavorable effects on the patient’s will 
and his capacity for recuperating. 
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From the vast amount of detailed evaluation and 
counseling a few fundamental considerations should 
perhaps be emphasized. The method of treating the 
acute phase of the burn injury which is most popular 
in Argentina at present is the biologic method. The 
burn is considered and treated just like any other 
wound of like extent. The part is, insofar as practi- 
cable, put at rest with casts, splints, or pressure dress- 
ings, and infection is combated with frequent 
changes of the dressings. Most favored are moist 
dressings and the favorite humidifying liquid is, in 
the author’s opinion, ordinary physiologic salt solu- 
tion. The methods of support and of dressing are 
chosen to favor recuperation and maintenance of the 
local blood circulatory conditions. The author does 
not believe that the so-called open treatment of 
burns is readily applicable in Argentina because of 
the lack of adequate care, and especially because of 
the lack of properly trained personnel for such pro- 
cedures. 

Proper application of the biologic method as dis- 
cussed will usually result in rapid and satisfactory 
healing of first degree burns; however, in instances 
in which the vestiges of skin glands and other rem- 
nants of cutaneous tissue in the involved area are so 
badly injured as to preclude the possibility of local 
regeneration of the epithelium, the skin will have to 
grow in from the edges of the wound. The author 
considers 2% cm. to be about the ultimate limit for 
such repair and that any second or third degree 
wound with a diameter of greater than 4 or 5 cm. 
will eventually have to be closed by some form of 
plastic operation or with the use of some type of 
transplant. 

In the cosmetically important regions (head and 
neck) the surgical flaps and complicated tubular flap 
procedures will find their application; however, in 
burns of the abdomen, chest, and proximal portions 
of the extremities the transplantation of free skin 
bits will prove sufficiently satisfactory and much 
more economical. Whatever the type of implant, 
however, the first prerequisite is a healthy bed of 
granulation and this again will be favored by immo- 
bilization and support of the blood supply. Excess 
granulation tissue should not be removed by a 
curette as it is a brutal, damaging procedure; it 
should be shaved off sharply with a razorlike in- 
strument. 

Excessive cicatricial tissue should, of course, be 
excised when practicable; however, in places where 
such a procedure would prove too dangerous, or for 
other reasons, there is now available the method of 
novocainization of the hypertrophic or retractile 
cicatrix as practiced by Vifias, repeatedly, at daily 
intervals, in which a 1 per cent solution of novocain 
is injected under pressure and without adrenalin. 
With this method evident softening and normaliza- 
tion of the scar tissue occurs with improvement of 
the circulatory conditions and of the esthetic and 
functional factors. 

All in all, however, one must not disregard the 
results obtained at times by the simple cutting 
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through of thin strands of the cicatrix, especially the 
incision-in-Z as practiced in the author’s milieu. 
Joun W. BRENNAN, M.D. 


The Surgery of World War III. Wiritam F. MacFEer. 
Mil. Surgeon, 1951, 108: 181. 


Experience to date in Korea emphasizes the fact 
that despite new developments in the machinery of 
modern warfare, man power is still important. One 
way in which modern medical and surgical care 
could help to alleviate the present man-power short- 
age is to cut down the present high rejection rate of 
draftees (in some instances as high as 65 per cent of 
those examined) through the institution of appro- 
priate medical measures and thus make available a 
greater pool of men for duty. 

One important finding of the First World War, 
not fully utilized in the Second, was the possibility 
of débridement and primary closure of wounds 
recently incurred. The best way to avoid infection 
in a clean or slightly contaminated wound with 
viable surfaces and free of foreign material is to 
close it. The standard practice followed throughout 
World War II—débridement, the local application 
of sulfanilamide powder, light packing of the wound 
with vaseline gauze, and systemic administration of 
antibiotics—necessitated a secondary closure at some 
rear echelon with duplication of operating room facil- 
ities, a professional staff, and supplies. With the 
occurrence of many civilian as well as military 
casualties which must be expected in World War 
III, it is improbable that enough trained medical 
personnel and hospital facilities will be available to 
permit the duplications in World War II, and the 
primary operative treatment will have to be the 
definitive one. Antibiotics, rapid evacuation, and 
careful selection of cases should enable competent 
surgeons to close primarily many of the types of 
wounds that were closed secondarily in World War II. 

To insure an adequate and smoothly working team 
of competent surgeons in the evacuation and field 
hospitals, it would be advisable to assign some of the 
surgical talent previously held in reserve in the 
auxiliary surgical groups directly to the field and 
evacuation hospitals and thus eliminate certain 
command difficulties and familiarize the highly 
trained surgeons with the personnel and facilities of 
the unit with which they would work. 

If the alternative plan of rapid evacuation to rear 
echelon hospitals is adopted, complete control of the 
air will be mandatory. It is unlikely in any major 
war of the future that we will have command of the 
air to the extent that we have had in Korea; there- 
fore, the hospitals in the combat zone must carry 
a heavy share of the primary definitive surgery. 

In World War II the greatest gains in lowering 
the mortality rates came through the opportunity 
for mass application of therapeutic principles de- 
veloped before the outbreak of the war—better 
resuscitative therapy (including blood and plasma), 
better first aid treatment, antibiotics, and improved 
methods of transportation and evacuation. The 
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surgery of World War III should benefit from the 
advances of the intervening years as well as from the 
experiences of the first two world wars. 

MAatcotm Pium, M.D. 


Streptomycin as a Local Application to Control 
Wound Infection Prior to Skin Grafting: Pre- 
liminary Report. T. Pomrret KILNER, ERIc 
Peet, J. S. CALNAN, and D. A. KERNAHAN. Brit. 
J. Plast. Surg., 1951, 4: 74. 


The author reports 16 cases in which granulating 
wounds were skin grafted after local streptomycin 
therapy. In 12 cases a 100 per cent take resulted. 
The data does not indicate whether or not a simi- 
larly good take could have resulted without strepto- 
mycin. Joun H. Kay, M.D. 


The Treatment of Actinomycosis with Streptomy- 
cin (Traitment de l’actinomycose par la strepto- 
mycine). A. LamBEertT. Sem hép, Paris, 1951, 
27: 1477. 

The first case of mycosis treated with strepto- 
mycin in France (so far as the author is aware) is 
reported in this article. 

A 30-year-old horse trader sought relief from a 
voluminous tumefaction extending from the sub- 
maxillary region to the right temporal fossa. 

Three months before, the patient had had a badly 
diseased lower molar extracted from his right jaw. 
Within a few days, a progressively enlarging tumor 
appeared in the submaxillary region. Three injec- 
tions of penicillin had been given with no improve- 
ment of the condition. Several incisions had been 
made into the mass and heat had been applied 
repeatedly, but the tumor continued to increase in 
size. 

When seen by the author, the patient presented 
an abnormally large tumefaction of the right face. 
There was no emaciation and no fever. Difficulty in 
mastication and some nocturnal pain were the 
patient’s only complaints. 

Physical examination showed the classical symp- 
toms of actinomycosis: a tumor covered by red, 
glistening skin which was studded with fistulas. 
There were lines of induration with intervening zones 
of softening and fluctuation. The fistulas exuded 
pus in which yellow granules were sought for in 
vain. Cultures from the pus were negative. 

The patient was treated with organic iodine for 
4 days with no improvement. A bullous eruption 
appeared in the thorax, the lumbar region, and in 
the forearm. One of the areas was incised and an 
abundance of pus was obtained. 

A sizable collection of pus beneath the zygoma 
was incised and an injection of Lugol’s sclution was 
made in situ. 

About 12 days later, pus was again evacuated 
from beneath the zygoma and mycelium was found 
in the pus for the first time. 

Penicillin was given in doses of 2 million units 
pe. for 8 days and then 1 million units daily for 2 
weeks. 
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Improvement was rapid. Cicatrization of all the 
fistulas was complete. The stiffness of the jaw 
relaxed. Considerable induration persisted in the 
masseter region and a kernel high in the neck was 
unchanged. 

Twenty exposures to x-rays were given. 

Five months after treatment was begun by the 
author, the patient returned, complaining of gen- 
eralized weakness, anorexia, and emaciation. The 
blood pressure was normal. Pus from an incision at 
the angle of the right jaw was negative on examina- 
tion. Penicillin was again given, 1 million units 
daily for 1 week, without effect. 

Streptomycin in doses of 1 gram per day was given 
for 10 days. After this period the patient was abso- 
lutely cured. All swelling and all fistulas had dis- 
appeared. The patient’s general condition had 
improved. 

In résumé, in the treatment of this case iodine 
seemed to have some slight effect on the disease, but 
it was not tolerated by the patient. Penicillin pro- 
duced more marked improvement, but was not cura- 
tive. Roentgen therapy was ineffective. Strepto- 
mycin produced a cure in 10 days. 

In treating actinomycosis with streptomycin, the 
author recommends daily doses of 1 to 2 grams and 
that this dose be continued until cure is well 
established. BLACKWELL MarkuaM, M.D. 


Advanced Actinomycosis of the Spine Treated with 
Penicillin and Streptomycin. Report of a Case. 
M. S. Brett. J. Bone Surg., 1951, 33-B: 215. 


A case report of actinomycosis involving the 
vertebral column is presented because of its remark- 
able response to treatment with penicillin. 

There were irregular destructive changes in all of 
the vertebral bodies from the fourth thoracic to the 
first lumbar vertebra with evidence of new bone 
formation. A culture of the water exudate from the 
sinuses was negative, but pus obtained from a fresh 
abscess was found to contain sulfur granules and 
colonies of actinomyces on direct examination under 
the microscope. The organism was grown from pus 
by anaerobic culture. 

The treatment consisted of the administration of 
penicillin in one-half million units twice daily by 
intramuscular injection and a low salt and high 
protein diet, with supportive measures such as 
blood transfusions. The organism was found to be 
sensitive to streptomycin, and this was given in % 
gm. doses twice daily despite the great benefit that 
was obtained from the penicillin. 

The infection of the spine was thought to be due 
to penetration through the esophageal wall from the 
mediastinum with invasion of the spine by direct 
extension. 

Since this case report was published, the patient 
was readmitted with a fresh abscess of the back for 
which he was receiving further treatment. ; 

The prognosis of patients with actinomycotic 
diseases has been improved, even in the advanced 
cases, as the result of the use of antibiotics, primarily 
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penicillin, which in this case was later supplemented 
by streptomycin. Joun E. Karasin, M.D. 


Parenteral Bacitracin in Surgical Infections. AL- 
FRED B. LONGACRE and ROBERT WATERS. Am. J. 
Surg., 1951, 81: 599. 

The clinical application of bacitracin, a recently 
discovered antibiotic derived from the Tracey 
strain of Bacillus subtilis, has been shown to be of 
therapeutic value in the local treatment of various 
types of surgical and dermatologic infections. Ob- 
servations of 50 cases of infection were made on the 
surgical service of the Louisiana State University 
School of Medicine, New Orleans, under a specific 
grant from the Surgeon General for the evaluation 
of the therapeutic value and toxicity of parenterally 
administered bacitracin. Thirty-four, or 68 per cent, 
of the cases showed a clinical response classified as 
excellent (19 cases) or good (15 cases). There were 
10 cases in which the infectious disease was not 
affected (20% failures). Seven cases were classified 
as equivocal. In 16, or 32 per cent, of the cases a 
toxic reaction developed. This consisted of albumi- 
nuria alone in 6 cases, and albuminuria plus occa- 
sional red cells, casts, or epithelial cells in the urine 
in the remaining cases. Toxic signs disappeared 
when the drug was stopped. Local reactions mani- 
fested by pain and induration at the site of the 
infection were present in most of the cases. 

There was no correlation between the toxicity and 
the size of the dose, duration of the therapy, type 
of the infection, or the lot of drug used. Bacter- 
iologic studies were made in 33 cases. In 72 per cent 
of the 25 patients infected with bacitracin-sensitive 
organisms an excellent or good result was obtained. 
Of the patients with resistant organisms only 3 
presented good results. In 12 of 16 cases unsuitable 
for bacteriologic study (mostly cellulitis or lymphan- 
gitis) good or excellent results was obtained. In this 
series one gram-negative bacillus (a chemogenic 
species) was sensitive to bacitracin. Eleven of 13 
strains of micrococci were bacitracin-sensitive, as 
were also 8 of 9 strains of hemolytic streptococci. 
Only 6 of 11 strains of the Staphylococcus were 
bacitracin-sensitive. 

The authors conclude (1) that bacitracin is safe 
when given parenterally, (2) that it can cause toxic 
reactions, (3) that nephrotoxicity (considered mild 
in 14 cases, severe in 2 cases) need not require dis- 
continuance of bacitracin therapy, (4) that toxic 
signs disappear with the cessation of therapy, and 
(5) that bacitracin was definitely of therapeutic 
value in 68 per cent of the cases reported. 

W. FostER Montcomery, M.D. 


Does Induced Resistance of Bacteria to One Anti- 
biotic Result in Simultaneous Sensitivity 
Changes to Other Antibiotics. W. J. KArparnen. 
Ann, med. exp. fenn., 1951, 29: Supp. I. 


Kaipainen, after cultivating bacteria in broth con- 
taining one antibiotic, studied the possible simultan- 
eous changes occurring in the sensitivities of 27 bac- 
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terial strains from g bacterial species, namely, Es- 
cherichia coli, Aerobacter aerogenes, Salmonella 
typhi, Proteus vulgaris, Pseudomonas aeruginosa, 
Staphylococcus aureus and albus, Streptococcus 
pyogenes and Bacillus subtilis, to aureomycin, 
chloramphenicol, terramycin, dihydrostreptomycin, 
and penicillin. In their mode of action, aureomycin, 
chloramphenicol, and terramycin seemed to consti- 
tute a special group in some way differing from dihy- 
drostreptomycin. With the increasing resistance of 
the bacteria of the species, Escherichia coli, Aero- 
bacter aerogenes, Salmonella typhi, Proteus vul- 
garis, and Pseudomonas aeruginosa, to any one of 
the antibiotics of this group, a simultaneous increase 
in resistance to the two other antibiotics followed. 
There were also indications of the sensitivity to 
dihydrostreptomycin increasing at the same time. 
When increased resistance to dihydrostreptoraycin 
was induced, sensitivities to aureomycin, chloram- 
phenicol, and terramycin showed signs of a simultan- 
eous increase. Cultivation in broth containing peni- 
cillin failed to induce changes in sensitivity to aureo- 
mycin, chloramphenicol, terramycin, and dihydro- 
streptomycin; nor was cultivation in broth contain- 
ing aureomycin, chloramphenicol, terramycin, or 
dihydrostreptomycin found to result in changes in 
sensitivities to penicillin. 

The author carried out further experiments with 
an Escherichia coli strain in order to discover the 
extent to which combinations of antibiotics prevent 
the increase in resistance. He believes that in vitro 
it is possible to prevent the increase in resistance, at 
least in part, by using the following combinations of 
antibiotic agents: (1) dihydrostreptomycin plus 
aureomycin; (2) dihydrostreptomycin plus chloram- 
phenicol, and (3) dihydrostreptomycin plus terramy- 
cin. TurRELL, M.D. 


ANESTHESIA 


Headache After Spinal Anesthesia; Experiments 
with a New Spinal Needle. SrxtEn Hara.pson. 
Anesthesiology, 1951, 12: 321. 


In Sweden, spinal anesthesia is the most popular 
of the major types of anesthesia. It is induced in 
more than 30,000 patients a year in that country. 
Postlumbar puncture headache is, in the author’s 
experience, the most disturbing disadvantage of this 
method of anesthesia. After a brief discussion of 
other disadvantages of spinal anesthesia as well as 
of its advantages, the author turns to the considera- 
tion of the problem of headache after such an 
anesthetic. 

The author distinguishes two types of headache 
due to reduced fluid pressure in the spinal cord, one 
with elevated intracranial pressure and one with 
reduced intracranial pressure. Of these, the former 
is presumed to be due to bleeding or local meningeal 
inflammation of the punctured region. It is de- 
scribed by the patient as “splitting” in nature and 
is not affected by change of position. The latter 
type of postspinal headache, that due to reduced 
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intracranial pressure, is described as “‘pressing”’ and 
heavy, and is located in the forehead and about the 
eyes. It responds to the horizontal position. It is 
believed that the loss of fluid through the puncture 
wound in the dura is the most important factor in 
its causation. 

Of the methods of treating or preventing this 
much more common type of postspinal headache, 
the most logical and effective is the prevention of 
cerebrospinal fluid leakage. To this end the author 
had a fine needle made; it was of a design suggested 
by Sjévall. It pushes its way between the fibers of 
the dura and presents its laterally placed opening 
about 2 mm. back from the tip. Among 54 patients 
in whom this type of needle was used there were 5 
with slight headaches of the reduced cerebrospinal 
pressure type and 1 with the elevated cerebrospinal 
pressure type. Of a series of 77 patients in whom the 
usual type of spinal needle was employed, 11 expe- 
rienced a slight headache of the reduced cerebro- 
spinal pressure type, 14 a severe headache of the same 
type, and 3 experienced a headache of the elevated 
pressure type. Thus, the percentage of the reduced 
pressure types of headache was 32.5 with the 
ordinary kind of needle, but only 9.3 with the new 
type of needle described by the author. 

BENJAMIN F. LounssBury, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Observations on the Vascular Channels of Tubed 
Pedicles, Using Radioactive Sodium. FENTON 
BRAITHWAITE, F. T. FARMER, and F. I. HERBERT. 
Brit. J. Plast. Surg., 1951, 4: 38. 


The authors discuss the circulation of a tubed 
pedicle from the aspect of the absorption of metabo- 
lites. The efficiency of the circulation to a part de- 
pends not only upon the equation of vascular access 
and egress, but upon the capability of such a circula- 
tion to remove metabolites. The circulation of a 
tubed pedicle must be sufficient to prevent a vascular 
debt of lethal magnitude when either end is trans- 
ferred. The variations in the vascular channels have 
been examined by anatomical methods, and in the 
present work the detectable ion of sodium 24 is used 
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as a means of assessing the capability of a vascular 
pattern to remove accumulated metabolites. In this 
examination sodium 24, made up into an isotonic 
solution, is injected at a constant depth into the 
dermis. The rate of disappearance gives a measure 
of the exchange that exists between the sodium of 
the plasma and the sodium of the extracellular space. 
It follows that the factors being investigated will 
bear a relationship to the membrane which is inter- 
posed between the plasma and the extracellular 
space. 

It is not accurate to assume that the rate of dis- 
appearance of radiosodium from the dermis is pro- 
portional to the blood flow. The rate at which 
sodium ions disappear from the range of the Geiger- 
Muller counter depends, within limits, on the speed 
and facility with which they cross the endothelial 
barriers of the vascular wall. 

The premise set forth in the investigation was to 
see if a means could be found to detect absolutely, 
and not subjectively, the absorption of injected sub- 
stances. Also, to see if a mathematical correlation 
could be detected between the size and number of 
capillaries in the aging of a tubed pedicle. As a 
corollary to these, the possibility was envisaged of 
devising a method by which the most propitious 
moment at which transfer of a tubed pedicle should 
be carried out could be ascertained. 

The results obtained from the examination of the 
absorption of sodium 24 from intradermal sites indi- 
cated that the site of the injection, the age of the 
patient, and the environmental temperature all pro- 
duce differences in the rate of absorption; that the 
absorption value obtained from normal skin of the 
same site as that from which the tube is raised should 
be used as a standard of comparison for the values 
later obtained from the tube itself. A theory is pos- 
tulated which indicates that the absorption rates are 
proportional to the endothelial surface available for 
absorption and not to the blood flow, and the results 
harmonize with the views expressed in a previous 
paper, viz., that the vessels of a tubed pedicle become 
fewer in number but larger in diameter than the 
vessels of the corresponding area of normal skin. 

STEPHEN A. ZreEMAN, M.D, 
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ROENTGENOLOGY 


The Sialograph (La méthode de diagnostic 
dans les affections des glandes salivaires). M. DE- 
CHAUME and M. Bonneau. Presse méd., Par., 1951, 
59: 561. 

Lesions of the parotid or salivary glands are dif- 
ficult of access and diagnosis; exploration is limited, 
and needle or punch biopsy is frequently inade- 
quate. The authors give a pictorial presentation of 
normal sialographs along with diagnostic pictures of 
accessory lobes and ducts; inflammatory lesions 
(syphilis, tuberculosis, and other parotidites); bi- 
lateral hypertrophy of the parotids; asialia; syn- 
drome of Sjogren (absence of secretion with dryness 
of the mouth) manifested by coalescence and pooling 
of the lipiodol in segments; cysts and tumors; 
Mikulicz disease; and postirradiation atrophy of the 
parotid glands. 

The radiologic techniques, types of exposures and 
views are well described and presented in 30 ac- 
companying photographs. 

JANE C. MacMittan, M.D. 


Widening of the Septum Pellucidum (Ueber Ver- 
breiterung des Septum pellucidum). W. Zaun- 
BAUER. Fortsch. Roentgenstrahl., 1951, 74: 549. 


In encephalography and ventriculography the po- 
sition and shape of the septum pellucidum permits 
important conclusions. Space-occupying processes 
within the cranium displace the septum toward the 
contralateral side, whereas in atrophic processes of 
the brain the septum is drawn toward the involved 
side. Furthermore, the septum is deformed by path- 
ologic processes in its immediate neighborhood. 

After a brief discussion of the anatomy and embry- 
ologic development, the author describes the roent- 
genologic findings in different pathologic processes of 
the septum. These include cysts, agenesia of the 
corpus callosum, tumors of the septum or of the 
corpus callosum, and inflammations. 

The writer reports in detail a case of his own ob- 
servation. In the course of posttraumatic meningitis 
this patient showed an acute widening of the septum 
in the encephalogram. This acute widening disap- 
peared within a few days together with the clinical 
symptoms of meningitis and fever. 

From this observation the author concludes that 
cases in the literature which were interpreted as cysts 
might have been caused by inflammatory changes. 

WERNER M. Sotmitz, M.D. 


Angiographical Diagnosis of Carotid Body Tumors. 
Hans Ippourn. Acta radiol., Stockh., 1951, 35: 115. 


The carotid sinus located at the bifurcation of the 
common carotid artery contains sensory nerves 
which influence blood pressure, rate of the heart 
beat, the liberation of adrenalin, and respiration. 


The carotid body is a ganglion located at the bifurca- 
tion of the common carotid artery. The carotid 
sinus is a receptor of hydrodynamic impulses, while 
the carotid body reacts to humeral changes in the 
circulating blood. 

Two hundred and seventy-five cases of carotid 
body tumors have been reported up to 1945. The 
tumors are single, solid, round or ovoid, smooth or 
granular, and slow-growing. They may grow around 
and embed the common, internal, and external 
carotid arteries. The internal carotid may be dis- 
placed posteriorly, and the external carotid may be 
elongated. Palpable pulsation may be evident and 
the tumors are moveable laterally but not vertically. 

Symptoms may be hoarseness, cough, dysphonia, 
dilatation or constriction of the pupils, with or with- 
out narrowing of the palpebral fissure, nausea, vom- 
iting, tachycardia, abdominal pain, obstipation, and 
tinnitus aurium. Local pain and dyspnea or dys- 
phagia have also been recorded. 

Since most of these tumors are benign and radio- 
resistant, surgical excision is the treatment of choice. 
The operative mortality is about 30 per cent. 

Since the tumors are highly vascular, angiography 
was used in order to arrive at a definite preoperative 
diagnosis. Three cases of carotid body tumors are 
reported, in which the angiograms revealed increased 
vascularity and lateral displacement of the carotid 
artery at the bifurcation. 

Mavrice D. Sacus, M.D. 


Cystic Alterations of the Lung and Their Segmental 
Distribution (Le alterazioni cistiche del polmone e 
la loro distribuzione segmentaria). Lurcr FERRI. 
Radiol. med., Milano, 1951, 37: 177. 

The author discusses the various theories regard- 
ing the origin of cystic disease of the lung. He thinks 
that Morelli’s classification (1935) is a very useful 
one. Morelli has classified cystic diseases as follows: 

Diseases in which there is no communication with 
the bronchial tree: 

1. Fetal atrophy or agenesis. 
2. Cystic disease. 
3. Solitary cysts. 

Diseases in which there is bronchial communi- 

cation: 
1. Polycystic lung. 
2. Microvesicular cystic disease. 
3. Bronchiectatic adenoma. 

The author champions Pepere’s theory (1906) 
that the cysts do not represent a simple form of 
arrested development but are a result of chronic 
emphysema plus congenital weakness. An addi- 
tional factor in the form of inflammation may some- 
times be present. 

Four cases of cystic disease with roentgengrams of 
the chest are presented. The value of lateral bron- 
chograms is emphasized. These cases demonstrated 
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a segmental distribution which, the author believes, 
was the result of congenital development from a 
single source. On this basis it is suggested that this 
pulmonary condition be classified with the seg- 
mental diseases of the lung. 

GeorcE L. Narp1, M.D. 


Angiocardiographic Examination of Mediastinal 
Lesions Obstructing the Great Vessels (L’esame 
angiocardiografico negli ostacoli di circolo dei grossi 
vasi mediastinici). CARLO BompiAni. Radiol. 
med., Milano, 1951, 37: 200. 


The author believes that angiocardiography offers 
great help in the diagnosis of obstructing mediastinal 
tumors and reports 3 cases in which this procedure 
was carried out. 

The first case was that of a 46-year-old man with a 
superior mediastinal syndrome. 

The second case was that of a 39-year-old man 
with superior caval obstruction due to an arterial 
aneurysm confirmed by thoracotomy. 

The third case was that of a 49-year-old woman 
with compression of the superior vena cava and 
right pulmonary artery, presumably by enlarged 
nodes,which responded well to roentgen therapy. 

The method is recommended as being innocuous 
and simple. GeorcE L. Narop1, M.D. 


The Roentgenologic Diagnosis of the Abdomino- 
thoracic Shotgun Wound; Wounding of the 
Diaphragm Without Intestinal Prolapse (Ueber 
die Roentgendiagnose des Zweihoehlenschusses; 
Zwerchfellverletzung ohne Intestinalprolaps). R. 
Hausricu. Acta radiol., Stockh., 1951, 35: 165. 


Small bullet perforations of the diaphragm have 
heretofore been regarded, in the absence of clinical 
symptoms (fever, prolapse), as impossible. However, 
roentgen examination has made it possible to diag- 
nose many of these small, clinically silent diaphrag- 
matic wounds. 

The author reports 3 instances in which the large 
subphrenic collections of gas, without any evidence 
of injury to an abdominal gas-containing organ, 
could not have originated elsewhere than from a con- 
comitant pulmonary injury with resultant pneu- 
mothorax. The theory that these gas deposits be- 
neath the diaphragm should have come through the 
diaphragmatic wound into the abdominal cavity is 
not remarkable. However, the strange phenomena 
of the absence of such deposits within the thoracic 
cavity is not so easy to understand. The author 
postulates a rapid adhesive plugging of the diaphrag- 
matic dehiscence and the more rapid absorption of 
the pneumothorax in comparison with the rate of 
absorption of the pneumoperitoneum. In all these 
cases several days had elapsed before the patient 
was brought for roentgen examination. In 1 in- 
stance the apparent subdiaphragmatic gas pocket 
was apparently in connection ‘with an infective 
process in the abdominal wall, yet the concomitant 
pleural hematoma was not infected. More particular 
study evidenced, however, that the gas pocket was 
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not a pneumoperitoneum at all but a supraphrenic 
loculated pneumothorax. 

Today the diagnosis of diaphragmatic gunshot 
wounds is frequently made in the early acute phases; 
however, the diagnosis of old, healed processes has 
still been regarded as impossible without operation 
or autopsy, or without the occurrence of clinical 
sequelae (prolapse). The author has been accom- 
plishing this diagnosis by means of roentgen kymog- 
raphy. When the kymographic grate is placed with 
the slots vertical, the systolic pull of the heart is 
clearly recorded by corresponding notches on the 
shadow outline of the diaphragm. This notching is 
most clearly seen in the instances in which the in- 
jury to the diaphragm has a more central location, 
so as to involve the so-called cardiac bed in the proc- 
ess of healing. Of course, there are other roentgenolog- 
ic symptoms which suggest diaphragmatic in- 
volvement, such as thickening of the diaphragmatic 
shadow contour; however, the residual deposits of a 
hemothorax are quite capable of inducing such shad- 
ows without injury of the diaphragm itself. Such 
thickened areas of the diaphragm when laterally 
located may show some mild degree of kymographic 
notching as a secondary response to the cardiac 
systole; however, when the thickening is centrally 
located, when the wound reveals that the injury 
was at this point, and when the kymographic notch- 
ings are sharply cut and of a character which shows 
direct dependence on the heart movements, the 
findings are regarded by the author as incontrovert- 
ible evidence of a perforating wound of the dia- 
phragm near the midline. 

The author, of course, does not deny that a per- 
forating wound of the diaphragm can occasionally 
be seen directly on the roentgen film. In 1 case the 
peripheral diaphragmatic defect could be seen as a 
reduplication of that portion of the diaphragmatic 
shadow, and in another as an abnormally high 
position of the diaphragmatic dome as a result of 
the structure’s being torn loose from its peripheral 
attachment. 

Only the roentgenologic examination will ob- 
jectively fix the symptomless sequelae of these un- 
complicated wounds of the diaphragm. 

Joun W. BRENNAN, M.D. 


The Small Intestine in Undernutrition. F. R. 
BerripGE. Brit. J. Radiol., 1951, 24: 251. 


Abnormalities in the roentgenological appearance 
of the small intestine in undernourished subjects 
have been observed to be similar to those found in 
persons suffering from a variety of conditions not 
usually accompanied by undernutrition and occa- 
sionally to those found in otherwise normal individ- 
uals. A comparison of the abnormal findings follow- 
ing barium meal examination of 78 undernourished 
German subjects with the abnormal findings ob- 
served in association with the sprue syndrome will 
be described briefly. 

It may be stated at the outset that no correlation 
could be found between the severity of any of the 
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abnormal appearances and the presence or degree of 
edema. Ptosis of the intestine occurred in some of 
the subjects. The transit time of ingested barium to 
the cecum was, on an average, slower than that in 
normal persons. There was no significant difference 
between the mean transit times in the persons whose 
small gut showed a segmentation pattern and those 
in persons without such a pattern. In the German 
subjects there was nothing to suggest edema of the 
mucosa or submucosa. Segmentation of the barium 
column and the presence of irregular flecks of 
barium in the jejunum after the main portion of 
barium meal had passed on were observed in rather 
more than half of the German subjects. One type of 
segmentation closely resembled that seen in the 
sprue syndrome. In some of the individuals the 
caliber of the small gut tended to be wider and the 
mucosal folds broader, squarer, and further apart 
than those in normal persons. The column in the 
ileum in the German subjects was segmented, but 
lower down it became continuous. 
Frank L. Hussey, M.D. 


The X-Ray Diagnosis of Inflammatory Disease of 
the Small Intestine. R. Prevor. Brit. J. Radiol., 
24: 256. 

The author surveys the present state of x-ray 
diagnosis of the infective changes of the small gut. 
Acute enteritis caused by indiscretions in diet or in- 
fection are seldom subject to x-ray investigation. 

In subacute and chronic enteritis the x-rays reveal 
swelling of the mucosa due to edema, rigidity of the 
wall, increased secretion, and flocculation of the con- 
trast medium. The mucosal pattern may be lost 
entirely. 

In regional ileitis the changes are not confined to 
the small intestine, but tend occasionally to invade 
the colon. The essence of the condition is a sclerosing 
inflammation involving all coats of the small in- 
testine, narrowing the gut (often in an irregular 
manner), and leading to hypertrophy of the muscle. 
The mucosa may perish completely, or only a num- 
ber of small ulcers may be present. Internal fistulas 
may form. Now and again stenosed gut forms a pal- 
pable tumor. Nonsclerosing ileitis usually occurs in 
girls between the ages of 10 and 25 years. The 
changes are usually in the lower ileum without nar- 
rowing of the lumen of the bowel. 

Pathologically, necrosing enteritis is a severe in- 
flammation, generally of the upper and middle parts 
of the gut; occasionally it involves the ileum and 
colon. In the small gut the changes are segmental. 
During the acute stage the picture is that of paralytic 
ileum. After a few days examination is permissible. 
There is a loss of mobility of the dilated and rigid 
loops. The folds of the mucosa are widened and 
transverse. In places the pattern is completely lost. 

Tuberculosis of the small gut greatly resembles 
the forms of tuberculosis encountered in the large 
gut. Granulation, caseation, ulceration, polypoid 
thickening of the mucosa, and adenomatous forma- 
tion make the picture of tuberculosis a varied one. 
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The inflammatory changes in typhoid and para- 
typhoid fever as shown roentgenologically are little 
known at present. 

The author emphasizes that the study of the mu- 
cosal pattern of the small bowel is of practical 
significance. Frank L. Hussey, M.D. 


Enema of the Small Intestine with Special Empha- 
sis on the Diagnosis of Tumors. A. Lura. Brit. 
J. Radiol., 1951, 24: 264. 

Intestinal studies in the past have been done 
primarily by the English-speaking radiologists. 
The Latin-American, as well as the European, col- 
leagues have not contributed too much on this par- 
ticular subject. This may be due in part to the ex- 
pense involved, the examination being a lengthy 
one, as well as to the radiation exposure of both the 
patient and the radiologist. However, it is believed 
by many that the procedure is worth while and 
should be continued. 

The objective is to reproduce the entire picture of 
the intestines as rapidly as possible. This can be 
done by acceleration of the passage of the opaque 
meal by means of iced isotonic boiled salt water such 
as Weintraub has been using. Peristalsis is acceler- 
ated and it takes about 1 hour for the opaque medi- 
um to reach the cecum. Objections to this method 
are: (1) it is not satisfactory in a goodly number of 
patients who vomit the meal easily; (2) it is un- 
pleasant for the patient and interferes with the func- 
tion of the small bowel; (3) it is impossible to with- 
draw part of the opaque medium, if there is any 
question of obstruction; and (4) it is impossible to 
inject air for contrast studies of the small bowel. 

A second method is intubation of the small bowel. 
This may be done by the use of either a short duo- 
denal tube (Einhorn’s type) or a long tube of the 
Miller-Abbott type. The long tubing permits de- 
flation of the intestines and also enables the radiol- 
ogist to visualize the site of obstruction. 

The author reports on 300 intubations carried out 
on ambulatory patients during the past 4 years with 
no complications. This method provides for roent- 
genological inspection of the intestinal tract with- 
in a quarter of an hour. Several cases of tumor and 
anomaly are presented. Maurice D. Sacus, M.D. 


Experiences with Ureteral Compression in Urog- 
raphy (Rilievi sull’ impiego della compressione degli 
ureteri nella urografia). CARLO NoBILE and ANGELO 
Carini. Radiol. med., Milano, 1950, 36: 881. 


The use of proper methods of abdominoureteral 
compression in intravenous pyelography is advo- 
cated and the authors present their techniques and 
results. 

Based on their experience they conclude: 

1. The point of election for ureteral compression 
is at the level of the fourth and fifth lumbar 
vertebrae. 

2. The force of compression should be ventro- 
dorsal and somewhat concave to fit the body 
contour. 
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3. The best compression is obtained with a sepa- 
rate band of nonelastic material with free weights 
at both ends. 

The authors believe that the functional portion of 
the examination may be done in the precompressive 
phase and that with compression more detailed pic- 
tures can be obtained:not only of the morphology of 
the genitourinary tract’ but of the elasticity and 
tonus of the structures involved. 

GerorcE L. Narp1, M.D. 


Roentgen Examination in Prolapse of Lumbar In- 
tervertebral Discs by Means of the Lumboin- 
guinal Focus According to Kovacs (Ueber die 
Roentgenuntersuchung beim lumbalen Bandschei- 
benvorfall mit Hilfe der lumboinguinalen Einstel- 
lung von Kovacs). P. Kroexer. Fortsch. Roentgen- 
strahl., 1951, 74: 512. 


The author describes an improved method of x- 
ray examination which permits in many cases the 
diagnosis of herniation of intervertebral discs, espe- 
cially L4 and Ls, without the injection of contrast 
material in the spinal canal. The method was 
originally devised by Kovacs. 

In a large proportion of cases, especially those of 
longer duration, bony exostoses or spurs develop at 
the dorsolateral aspect of the vertebrae bordering 
the herniated disc. With ordinary x-ray procedures 
these exostoses can be seen only in rare instances (in 
from 2 to g per cent according to different statistics). 
By the Kov4cs technique of exposure, which was 
modified and improved by the author, it is possible 
to visualize these ‘‘sciatica spurs” in the majority 
of cases and establish the diagnosis of disc prolapse, 
as these spurs are definitely pathognomonic for 
herniated disc. 

The patient lies on the diseased side with the 
pelvis tilted toward the ventral position at an angle 
of 60 degrees with the level of the examining table. 
The central beam is focused at the fifth interverte- 
bral space at an angle of 15 degrees to the connect- 
ing line between the spinal processes. The beam is 
directed in such a way that it hits the superior 
posterior iliac spine of the opposite side. 

With this procedure the author succeeded in 
demonstrating the dorsolateral spur in 71 per cent 
of a series of 164 patients and in a smaller number 
of cases the prolapsed disc tissue itself could be 
visualized. Bilateral involvement and lesions in- 
volving more than one disc could be established by 
this method. WERNER M. Sotmitz, M.D. 


Stray Radiation from Diagnostic X-Ray Beams. 
B. E. Keane and G. Sprecter. Brit. J. Radiol., 
1951, 24: 198. 

In order to assess the protection obtained or de- 
sired for personnel in a diagnostic department, the 
author has investigated radiation scatter of the 
diagnostic beam, i.e., a low voltage beam of from 60 
to 100 kv. with little or no filtration. Attention has 
been paid to the radiation sideways from the pa- 
tient, as it is mainly side-scatter to which radiologists 


Fig. 1 (Kroeker). Improved focusing; the central beam 
is focused at a cranially open angle of 15 degrees to the 
connecting line between the two last lumbar spinal proc- 
esses, according to Kovacs. -.-.- Central beam ——— 
Perpendicular line to the connecting line between the 
spinal processes. 


and technicians are exposed. A phantom was ar- 
ranged so that various rectangular beams could be 
directed on to its surface. An ionization chamber 
was placed at a certain fixed point outside of the 
phantom. By varying the layers of the phantom 
between the edge of the beam and the ionization 
chamber and by studying the effects of various field 
sizes and quality of the rays, the following conclu- 
sions were made: (1) an increase in the hardness of 
the incident radiation increases the radiation side- 
scatter per incident roentgen; (2) the side-scatter is 
proportional to the area of the radiated field; and 
(3) the side-scatter increases when the beam grazes 
the edge of the phantom. 

The quality of the side-scatter radiation is harder 
than the primary beam incident on the surface of 
the phantom because of the hardening effect of the 
phantom. The back-scatter dose at 1 meter from the 
phantom is about one-tenth the side-scatter dose at 
15 cm. from the axis of the beam. 

The author has also developed an approximate 
mathematical theory based on Mayneord’s integral 
dose considerations. From these conclusions, the 
author has drawn certain practical considerations. 
When assessing the efficiency of protective shields 
and clothing, it is not sufficient to use absorption 
values for the incident radiation quality, but the 
appropriate scatter quality should be taken into ac- 
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count. Measurements of scatter incident and quality 
should be made with sensitive ionometric methods 
or with photographic films. By moving the beam 
well inside the patient, side-scatter may be con- 
siderably reduced. In addition, a small field tech- 
nique is advantageous. Appropriate cones should 
be used whenever possible in roentgenography so as 
to limit the size of the beam. In fluoroscopic work, 
suitable protection against side and back-scatter 
should be provided over the entire range, from the 
screen to the floor. Maurice D. Sacus, M.D. 


MISCELLANEOUS 


Effect of Roentgen Rays, Gamma Rays, and Beta 
Rays on the Robderanhe Cell Experiences with 
the ‘‘Nipple Test’? Combined with the Dustin 
Reaction (A propos de l’effet des rayons de roentgen, 
des rayons y, et des rayons @ sur la cellule epider- 
W. Japassoun, E. Buyarp, R. PAILLARD, 
P. WENGER, and P. Gaupin. Acta radiol., Stockh., 
1950, 34: 469. 

The combined action of irradiation therapy and 
treatment by estrogenic hormones on the nipple of 
the male guinea-pig has been studied and controlled 
by Dustin’s colchicinic reaction. Roentgen y and 
8 rays administered in sufficiently large doses in- 
hibit mitosis of the epidermic cells of the nipple. 
This action is also maintained if estrogenic hor- 
mones are administered after irradiation. This 
effect of irradiation is more evident when the irra- 
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diation is combined with the application of an estro- 
gen, as the control nipple presents more mitoses. A 
dose of 200 roentgens has no appreciable effect; on 
the other hand, 400 roentgens or still larger doses 
are effective. A single dose of 2,400 roentgens given 
under varying physical conditions, and _conse- 
quently also for varying lengths of time (from 4 
minutes 26 seconds to 153 minutes and 27 seconds), 
is effective regardless of the type of rays used 
(roentgen, y or 8). However, the effect of 2,400 
roentgens decreases if this total dose is applied in 
fractional doses of 200 roentgens per day over a 
period of 12 days. Irradiation has the same effect 
on the nipple showing acanthosis produced by the 
administration of estrogenic hormones prior to 
irradiation. 

Estrogenic hormones cause a thickening of the 
epidermis of the nipple, i. e., acanthosis, through 
mitosis and a mild degree of simple hypertrophy of 
the cells. A few mitotic figures are also seen if 
estrogenic hormones are administered after irradia- 
tion. It is evident that irradiation therapy does 
not totally destroy the capacity of the epidermal 
cells to divide; however, the number of mitotic 
figures is too small to explain the thickening of the 
epidermis after irradiation. 

The action of estrogenic hormones administered 
after irradiation produces a simple hypertrophy in- 
volving similarly the nuclei and the cytoplasm, and 
a certain degree of imbibition of the epidermis, the 
combination of which we call pseudoacanthosis. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


The Physical Basis of Scar Contraction. Davip 
Min-Cuyanc Ju. Plastic & Reconstr. Surg., 1951, 
7: 343- 

In 1861, Langer noted that puncture holes in 
cadavers had a tendency to open in the direction 
corresponding to the normal tension of the skin. 
An incision made along Langer’s lines in a living 
person gives rise to a finer and less conspicuous 
scar. 

Longitudinal cross-joint scars, especially on the 
flexor surfaces, often end in a weblike band limiting 
the function of the underlying joint. A Z-plasty is 
sometimes employed for the release of these contrac- 
tures. 

A semicircular or U-shaped incision usually heals 
with the so-called trapdoor effect, i.e., the tissues 
inside the semicircle rise to a level higher than the 
skin outside. 

The author attempts to explain the clinical 
phenomena on the physical basis of his experimental 
studies on scar contraction. 

Experiment I deals with the distribution of forces 
in transmitted contraction. He concludes that when 
an elastic band is incorporated under tension to 
another elastic membrane of less tension, the former 
contracts, and the contraction force is transmitted 
to the latter until an equilibrium is established. The 
transmitted contraction force is graphically repre- 
sented by two isosceles triangles (or transmitted con- 
traction triangles), one on each side of the band. 

The results of this force are (1) the membrane at 
either end of the contracting band is stretched, and 
(2) the membrane above and below the long axis of 
the band is relaxed and thrown into folds. 

Experiment II deals with the thickness of the con- 
tracting band and transmitted contraction. The 
author concludes that when two elastic bands are 
incorporated under similar tension to an elastic mem- 
brane, the stronger or thicker contracting band will 
have larger transmitted contraction triangles and 
therefore greater influence on the surrounding struc- 
tures. 

Experiment III deals with the tension of mem- 
brane and transmitted contraction. The author con- 
cludes that the contraction of an elastic band incor- 
porated under tension to an elastic membrane is 
reversely proportioned to the tension of the latter— 
the greater the tension of the membrane, the less the 
contraction of the band, and the less its effects of 
transmitted contraction on the surrounding struc- 
tures. 

Experiment IV deals with fixation of the mem- 
brane and transmitted contraction. The author con- 
cludes that when a rubber membrane is fixed to 
deep structures along one lateral column but is free 


at another, the effects of transmitted contraction of 
the incorporated elastic band are greater at the un- 
fixed or free end as represented by a larger trans- 
mitted contraction triangle. 

Experiment V deals with a combination of trans- 
mitted contraction triangles. The author concludes 
that when two contracting bands intersect each 
other in the form of a “‘V,” there is a combination of 
transmitted contraction triangles at the intersecting 
end and the direction of the resultant contraction is 
not along either but in between the bands, from 
the tip of the V toward the base. 

Part II of the article deals with the clinical appli- 
cations. The author states it is the difference in equi- 
librium of forces and the difference in degree of 
active contraction of the scar under varying tensions 
that explains why scars parallel to, and scars per- 
pendicular to, Langer’s line behave differently. 

A scar parallel to Langer’s lines moves as a whole 
and maintains its tension when the underlying mus- 
cles contract. A scar perpendicular to the lines of 
tension is parallel to the direction of the muscle pull 
and lies in a medium which has changing tensions. 
Being constantly subjected to the stress and pull, 
it is unstable and tends to become thickened. 

A scar across a joint is constantly subjected to the 
stress and pull during muscular activity. This 
causes trauma, microscopic hemorrhages, subclinical 
inflammation, and, eventually, fibrosis and thicken- 
ing of the scar. Any scar running between dynamic 
points across a joint is subjected to tension change 
and will eventually end in a contracture. Z-plasty 
prevents the recurrence of thickening and contrac- 
ture of a cross-joint scar not only by lengthening but 
also, more importantly, by changing the direction 
of the scar tissues so that they are spared the stress 
and pull of muscular action. 

A circular scar of an extremity, even though placed 
along Langer’s lines, causes disability because of the 
constriction of circulation. A circular scar is usually 
benefited by a Z-plasty, which not only loosens the 
constriction but also changes the direction of pull 
and breaks the ring. Thus, permanent relief is ob- 
tained. GerorcE W. Ricuarpson, M.D. 


Simmonds’s Disease (Hypopituitarism) in a Man, 
Due to Traumatic Hemorrhage into the Pitui- 
tary Gland. J. Doucias Rosertson and H. F. W. 
Krrxpatrick. Lancet, Lond., 1951, 260: 1048. 


The authors report a case of Simmond’s disease in 
a man resulting from hemorrhage in the pituitary 
gland following trauma. 

The patient developed severe pain in the neck 
while jumping to catch a quoit. Repeated attacks of 
severe headache and vomiting followed. The pa- 
tient began to lose weight and strength progressively; 
he also lost hair, teeth, and height, and became weak. 
His face became expressionless. Laboratory exam- 
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inations revealed a low basal metabolic rate, low 
blood cholesterol, and hypoglycemia. The excretion 
of 17-ketosteroids was less than 1 mgm. in 24 hours. 
The ingestion of a large amount of water resulted in 
a diminished urine output with an increase in con- 
centration of urinary urea and chlorides. Treatment 
consisted in the use of desoxycortone acetate, testos- 
terone propionate, thyroid gland, and a high intake 
of salt and glucose. There was marked improve- 
ment. 

It was believed that the patient had sustained 
hemorrhage into the pituitary gland from his trauma 
and that this was the cause of the Simmond’s 
disease. 

The trauma may be a fracture of the skull or a 
bullet wound. Five or 6 cases have been reported 
resulting from fracture and 2 from bullet wounds. 
DeCostobadie and Ryrie, in 1924, reported a case of 
hemorrhage into the pituitary, but the hemorrhage 
caused death and not Simmond’s disease. 

The differential diagnosis is discussed and the 
authors state that no similar case has been traced. 

Donatp C. Geist, M.D. 


Histamine and Traumatic Shock (Shock istaminico e 
shock traumatico) NicoLtA BALESTRAzzI, NICOLA 
GALANTE, and PaoLto PELLEGRINI. Policlinico, sez. 
chir., 1951, 58: 87. 

The authors conducted experiments on 10 dogs. 
A shock syndrome was produced by repeated small 
injections of histamine much similar to traumatic 
shock. A circulatory deficiency was produced with 
exclusion of important capillary beds especially in 
the pulmonary and renal areas of the arteriovenous 
anastomosis. 

Hypotension is due to the vascular short circuit 
and capillary stasis. This causes a metabolic dis- 
turbance with cellular alteration which itself causes 
a liberation of histamine and thereby prolongs the 
hypertension. The irreversibility of the syndrome 
depends upon the severity of the cellular alterations 
secondary to the hemodynamic imbalance. 

The pathologic picture of histamine shock is 
characterized by capillary stasis, plasma transuda- 
tion, granulocytic exudation with numerous -eosin- 
ophiles, and degenerative changes. These changes 
are similar to changes in traumatic shock and are 
due to plasma transudation rather than to a specific 
histamine action. The findings are considered to lend 
support to the hypothesis that traumatic shock is 
caused by the action of some histaminelike sub- 
stance. Lucian J. Fronpvuti, M.D. 


Giant Cell Tumors of Tendon Sheath Origin. A 
Consideration of Bone Involvement and Report 
of 2 Cases with Extensive Bone Destruction. A. 
G. FLETCHER, JR., and RosBert C. Horn, Jr. Ann. 
Surg., 1951, 133: 374. 

Giant cell tumors of the tendon sheaths have 
aroused a marked degree of interest, and opinion is 
divided as to whether they represent true neoplasms, 
an inflammatory or granulomatous reaction to some 
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undetermined stimulus, or whether they are the 
product of some metabolic imbalance. 

In order to define as accurately as possible the 
pathologic features that distinguish giant cell tumors 
of tendon sheath origin from those arising in other 
tissues, specifically bone, the authors reviewed all 
cases of tendon sheath giant cell tumors in the files 
of the Laboratory of Surgical Pathology, Hospital 
of the University of Pennsylvania, together with the 
clinical records and available roentgenograms. Thir- 
ty-nine tumors (occurring in 37 patients), in addition 
to the 4 involving bone, have thus been re-studied 
and compared in detail with giant cell tumors in 
which giant cells were a conspicuous feature. 

Although the tumors may occur at any age, there 
is a peak incidence in the fourth decade. They are 
more common in women, and three-fourths of tumors 
of this type occur in the upper extremity, usually 
the fingers. 

The authors state that tendon sheath giant cell 
tumors present a characteristic histologic picture 
that can be distinguished from the giant cell tumors 
of bone on the following points: (1) there is an 
eosinophilic stroma, (2) the cells are less pleomorphic 
and contain less mitotic figures, (3) foam cells are 
more common, (4) giant cells are less numerous, and 
(5) the tumors are less vascular. The present view is 
that bone changes are due to erosion rather than to 
invasion. 

Treatment consisted of excision or ‘‘shelling out” 
of the tumor when there was no bone involvement. 
When bone involvement was present conservative 
amputation was performed. 

Extiorr Lazarus, M.D. 


Recurrent, Multiple, and Metastasizing Basal- 
Celled Carcinomas. Nits L. Ecxuorr. Brit. J. 
Plast. Surg., 1951, 3: 264. 

Basal-cell carcinomas may be divided into two 
classes: Stage I includes lesions of the skin and sub- 
cutaneous tissue only; Stage II includes lesions which 
involve deeper tissues such as mucous membrane, car- 
tilage, and bone. Radium therapy produces excellent 
results in Stage I lesions; 74.8 per cent of Stage I le- 
sions are cured by the initial treatment and 92.6 per 
cent are cured when the recurrences are treated. For 
Stage II lesions, the rate of cure following initial 
treatment is 47.7 per cent, and the final cure rate, 
when recurrences are treated, is 66.9 per cent. De- 
spite these good results reported by The National 
Radium Commission in 1938, there are a certain 
number of recurrent, multiple, and even metastasiz- 
ing basal-cell carcinomas, usually Stage II, which 
recur following treatment with radium, or with 
radium and radical surgery. 

Four cases of recurrent basal-cell carcinomas and 
1 case of multifocal rodent ulcer are described in 
detail and illustrated with excellent photographs. 
Three cases in which basal-cell carcinoma developed 
in irradiated skin long after radiotherapy was ad- 
ministered for ringworm of the scalp, are described. 
These cases illustrate the tragic sequel of radio- 
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therapy for a non-neoplastic lesion, and constitute a 
typical development in the skin of chronic radio- 
dermatitis, inasmuch as 20 per cent of the patients 
with chronic radiodermatitis (followed for 5 years) 
developed epithelioma, usually of the squamous-cell 
type. The epitheliomas developing in these 3 pa- 
tients with chronic radiodermatitis of the scalp were 
all of the basal-cell type and all 3 lesions were ad- 
herent to the outer table of the skull. Radical sur- 
gery was successful in 2 cases but failed in the third 
case, and this rodent ulcer went on to involve frontal, 
parietal, and occipital bones, with biopsy-proved 
metastases to occipital lymph nodes. 

Two additional cases of basal-cell carcinoma are 
described in which the patients died from metastases, 
with the tumors assuming the characteristics of a 
squamous-cell epithelioma towards the end of their 
long course. 

The author cites these cases of refractory basal- 
cell carcinoma to illustrate the difficulty of dealing 
successfully with Stage II lesions, especially when 
they are adherent to bone, and to raise a note of 
warning when recurrent rodent ulcers are en- 
countered. MAtcom M.D. 


Treacher Collins Syndrome. Stewart H. Harrison. 
Brit. J. Plast. Surg., 1951, 3: 282. 


Treacher Collins syndrome is an embryological 
arrest, or failure of development of three essential 
components of the face, namely, the maxillary proc- 
ess, the mandibular process, and the hyoid arch, 
which produces an association of characteristic de- 
formities in childhood and adult life correctable by 
plastic surgery. The family history is variable but 
there appears to be a definite familial incidence. 

Orbital deformities include oblique palpebral ‘fis- 
sures with a well-marked droop at the outer canthus. 
There is a notch in the lower lid at the junction of the 
medial two-thirds with the outer third. The eye- 
lashes of the medial two-thirds are either immature 
or absent. The meibomian glands are absent, and 
there is no intermarginal strip. The eyes may lie in 
an oblique axis. 

The external ear shows deformity of the pinna and 
often atresia of the external auditory meatus. Partial 
or complete deafness is common. The maxillae are 
underdeveloped and the antra small; there are thin 
infraorbital ridges, rudimentary malars, and a high 
foreshortened palate. Mandibular deformities in- 
clude a receding chin with an obtuse angle and a 
lengthened upper ramus of the mandible. 

X-ray examination shows widely spaced orbital 
cavities with incompletely developed floors due to 
underdevelopment or deficiency of the zygoma. The 
zygomatic arches are incompletely formed. Frontal 
and maxillary sinuses are small. 

Embryologically, these arrests seem to occur be- 
tween the 30 and 60 mm. stage of fetal development. 
The author cites 2 cases in detail to illustrate the 
various deformities involved, but mentions little 
with regard to specific treatment. 

Matcotm Ptivum, M.D. 
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SURGICAL PATHOLOGY AND DIAGNOSIS 


Pseudotubercular Arthropathies (Artropatie pseudo- 
tubercolari). ANGELO AMADEI. Arch. chir. ortop. 
med., 1950, 15: 503. 

The author describes the morphology and patho- 
genic properties of the mycobacteria and discusses 
the pathological picture produced in the knee joints 
of rabbits by a pseudotubercular organism, the 
Mycobacterium phlei. 

Injection into the knee joint was done by 4 differ- 
ent techniques: 

1. In saline suspension. 

2. In paraffin suspension. 

3. In paraffin suspension and intravenous saline 
suspension. 

4. In saline suspension at repeated intervals. 

It was found that in doses greater than 20 mgm. of 
dry paraffin, pathological changes resulted uniformly. 
These arthropathies are morphologically identical to 
those produced by Mycobacterium tuberculosis 
(Koch) and consist of a typical acute synovitis 
which proceeds to chronic fibrosis over a period of 2 
months. However, the eventual prognosis of the 
lesions is not so poor. ‘ 

Lesions produced with paraffin suspension as well 
as those produced by repeated injections presented 
more severe changes. The author believes that this 
is not due to enhanced virulence of the organism 
because of the oily medium but rather to the sum- 
mation of the individual effects of the pathogens and 
the foreign body. GeorcE L. Narp1, M.D. 


EXPERIMENTAL SURGERY 


Existence of a Growth-Promoting Factor in the Skin 
of the White Rat; Experimental Investigations. 
H. Terr, Arno Kitjunen, and T. PuTKONEN. Ann. 
chir. gyn. fenn., 1951, 40: 61. 

With intraperitoneal injections of extracts of finely 
ground skin of newborn rats, a clear increase was 
obtained in mitotic frequency in the epithelium of 
the skin of six-weeks-old rats. The most distinct 
effect occurred after initial doses of 0.2, 1, and 1o 
mgm., while doses of 100 mgm. hardly influenced 
mitotic frequency at all. The mitoses were normal. 
The effect is considered proof of the existence of a 
growth-promoting factor in the skin of the rat, in 
conformity with Teir’s findings in the outer orbital 
gland of the rat. In a parallel investigation with 
colchicine treatment of animals of the same age, an 
abundance of typical colchicine mitoses was found, 
an increased number of normal mitoses occurring 
simultaneously. Ey Exuiott Lazarus, M.D. 


Effect of Parenterally Applied Skin Extracts on 
Wound Healing in the White Rat. H. Terr, T. 
PUTKONEN, and AINO KILJUNEN. Ann. chir. gyn. 
fenn., 1951, 40: 51. 
Through intraperitoneal injections, every second 
day, of extracts of finely ground skin of newborn 
rats, a marked shortening of the period of wound 
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healing was obtained and a simultaneously quicker 
epithelization of wounds occurred in 2}4 to 3-month- 
old rats. Larger doses of the extract delayed the 
healing (in comparison with the control animals). 
Obviously, small doses caused a stimulation, and 
larger doses caused an inhibition of the new cell 
formation in the epithelium, this cell formation being 
due to the growth-promoting skin factor which the 
animals received with the injection of skin extracts. 

Since the extract was given intraperitoneally, and 
since by this method the authors earlier produced an 
increased mitotic division of the epidermal cells, 
they assume that the positive effect of the treatment 
with intraperitoneal skin extract takes place through 
this intensified new cell formation in the skin. The 
extract probably acts by way of the blood. 

Lazarus, M.D. 


Effect of Cortisone on Survival of Skin Homografts 
in Rabbits. R. E. P. L. Kron, and 
P. B. Mepawar. Brit. M.J., 1951, 2: 1157. 


The experiments reported were conducted in order 
to ascertain whether the administration of cortisone 
prolongs the life of skin transplanted from one rab- 
bit to another, and to find out in what manner the 
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administration of cortisone influences the healing, 
growth, and differentiation of skin grafts. 

The authors conclude that the daily subcutaneous 
administration of to mgm. of cortisone acetate to 
adult rabbits of either sex weakens the primary heal- 
ing of grafts, delays their vascularization and the 
outburst of cellular proliferation consequent upon 
it, and retards their histologic reorganization. The 
contracture of graft-bearing areas is retarded by 
cortisone treatment, but proceeds eventually to the 
same degree as in untreated animals. The adminis- 
tration of cortisone lengthens the life of skin homo- 
grafts in rabbits by a factor of three or four. The 
prolongation of the life of homografts is thought to 
be partly due to a nonspecific reduction of the 
graft’s own ability to elicit an immune response, but 
to be mainly due to the reduction of the response 
itself. The survival time of homografts in rabbits 
already made specifically immune by an earlier 
grafting from the same donor is little lengthened by 
the administration of cortisone. 

It is therefore argued that cortisone affects the 
systemic development rather than the local fulfill- 
ment of the immune response. 

W. FostER Montcomery, M.D. 
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